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TREATMENT OF DIABETES TODAY 


ELLIOTT P. JOSLIN, M.D. 
Boston 


The detection of the unknown 1,000,000 diabetic 
persons should be relatively easy. We know that 
diabetes is hereditary and that the new million are 
chiefly the relatives of diabetic persons. Dr. Priscilla 
White found the incidence of diabetes seven times as 
great in the relatives of diabetic persons as in non- 
relatives. In Florida the incidence of newly discovered 
diabetes by the United States Public Health Service 
was four times as great among the relatives of diabetic 
persons as in their survey of the general population 
at Oxford. Diabetes is nearly fifty times as common 
after age 65 as it is under 15 years of age. Moreover, 
in the old the onset is usually unobtrusive, whereas 
in the young the violence of the symptoms usually 
makes the disease evident. Diabetes is overwhelm- 
ingly more common in the obese. Occurrence is 
more frequent in female subjects. The incidence is 
high in Jews. It is easy to find a diabetic person if 
one searches for him or her among these predisposed 
groups. It is up to each one of the medical practi- 
tioners in this country to find half a dozen new cases 
this next year. 

DIAGNOSIS 

During the next few weeks a great many patients 
with borderline diabetes will come into physicians’ 
offices. It is most important to make the diagnosis 
promptly, preferably at the first visit. If another doctor 
or a diabetic friend has found sugar, consider the 
patient as having diabetes until the contrary is proved. 
If the urine is sugar free, it is often worth while to 
give the patient 50 Gm. of dextrose immediately and 
keep him waiting for a subsequent collection of the 
urine and a second blood sugar test at the end of an 
hour. Frequently the results of this procedure will 
he decisive. If not, the sooner a glucose tolerance test 
is carried out, after the patient has been on a full diet 
for several days, the better. One should be sure he is 
free from all signs of infection. Within a week I have 
revised the diagnosis of diabetes in a child made hes- 
itatingly in 1933, when the result of the glucose 
tolerance test was positive by all criteria, because at 
the time I had recorded the temperature and it was 
99.4 F. After fifteen years the patient returned to 
the office sugar free, apparently in perfect health, and 


at the end of an hour after a meal the blood sugar was 
90 mg. A bird in the hand is worth two in the bush, 
and that applies to all patients when they first appear, 
wondering whether they have diabetes. One should 
try to settle the point at once. However, even if one 
decides that diabetes is absent, one should counsel the 
patient, first, never to get fat and, second, to have the 
urine examined after a meal every three months. Do 
not quibble about diagnostic levels. If there is any 
doubt, keep the patient under observation and time 
will give the answer. 
ONSET 


The onset of diabetes by no means coincides with 
its diagnosis. I am sure that I have not seen 1 case 
in 5,000 in which the disease developed acutely in 
twenty-four hours, I have seen very few with the 
onset in the course of a week and only a moderate 
number with the onset dating back two months, leaving 
the vast majority with onset undetermined. Constantly 
on our combined medical-surgical rounds at the George 
F. Baker Clinic, to which you are all invited, beginning 
punctually at 8:00 a.m. on Mondays, we find serious 
diabetic complications, anc yet repeatedly we cannot 
prove an onset within a year although the loss of weight 
began more than ten years earlier. To all of us it was 
evident that the seeds of the disease had been burrow- 
ing in the patient for a long period. Kendall Emerson ! 
stated this very well in his discussion of arteriosclerosis. 
He commented on the direct relation between the sever- 
ity of arteriosclerosis and the number of episodes of 
acidosis in young diabetic persons, as shown by Dr. 
Priscilla White, and then said, “It is just as important 
to remember, however, that the mild diabetic who is 
inadequately controlled for long periods of time, 
although never in critical acidosis, is even more prone 
to arteriosclerosis, because there is no obvious neces- 
sity for better control, as there is in the severe diabetic 
who must be continually treated to prevent a coma 
death.” I am sure that all those who are interested 
in diabetes will heartily agree with that statement. 


COROLLARIES 


One should make a diagnosis early and begin treat- 
ment at once. Early diagnosis is the object of Diabetes 
Week, and our purpose and the advantage of early 
treatment are plain, because patients today live about 
three times as long as previously, die at over 64 years 
of age, instead of at 44, and few succumb to coma. 
If a patient with severe diabetes is acknowledged to 
be helped by insulin, how much more the patient with 
mild diabetes. 


Read at the Interim Session of the American Medical Association, 
St. Louis, Dec. 3, 1948. 


1. Emerson, K., Jr.: Nutrition in Diabetes, Nutrition Rev. @: 257-259 
(Sept.) 1948. 
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INSULIN 

The use of insulin should be more widespread. Its 
value has been demonstrated in the treatment of 
patients in coma and of children. ‘The spectacular 
improvement in the treatment of diabetes has occurred 
since its discovery. I would stress its importance in 
the group with milder diabetes. The question is not 
“Can you live without it?”’, because many can, and 
for some years; the point is that the patient with 
milder diabetes cannot afford to live without insulin. 
It is not “Must you take insulin?’, but “You ought 
to take insulin. Your comfort in the future depends 
on it.” I know that all in our group give insulin more 
and more for milder and milder diabetes now than 
ever before, and I do not know of any doctors who 
give it less. Irrespective of details of diet, bizarre 
though they may be, all doctors urge the use of 
insulin. 

“Can I omit insulin?” You can, but you will prob- 
ably rue the day. I have spent six months reducing 
the insulin dosage for a patient in whom the diagnosis 
was a bit doubtful. At the end of that time, when 
I finally omitted insulin, I arranged for the patient 
to come back at two and three week intervals; yet 
this patient, without having shown a single elevated 
blood sugar level in my office, later returned with 
4.0 per cent sugar in the urine and an elevated blood 
sugar level. Over and over again I have seen patients 
apparently lose their diabetes. Years ago, before 
insulin was discovered, after treatment of a carbuncle 
or the removal of gallstones, I watched the diabetes 
seemingly disappear, but it came back. If it is difficult 
for me after fifty years, during which I have treated 
over 33,000 patients with sugar in the urine, to get 
through my head that I have never cured a diabetic 
person, how easy it must be for others, when queer 
results occur, to think that they have done so. When 
a so-called mildly diabetic patient comes back with 
4.5 per cent sugar after three or four years, to whom 
earlier you did not give insulin because the patient 
objected, how do you feel? Test your patients who 
have done the best. Who is your best and standard 
patient—the model for the rest? How have you 
treated that one? 


EXPERIMENTAL DIABETES 

Experimental diabetes, akin to human diabetes, is 
preventable or reversible. Allen showed this for all 
his partially depancreatized dogs, and he further 
demonstrated that for these animals there was no 
inherent tendency to progression of the disease. It 
was his purpose to prove this in human beings, and 
he has cited evidence to support it. I will later make 
a contribution to his experience. In Young’s anterior 
pituitary diabetic dogs diabetes was not maintained 1f 
measures of various kinds were adopted to keep the 
blood sugar normal. Diabetes due to alloxan can be 
prevented by previous injections of glutathione and a 
whole group of other substances. In Dohan and 
Lukens’ cats, made diabetic with hyperglycemia, dia- 
betes was reversed if within a few weeks their blood 
sugar levels were brought to normal by a low carbo- 
hydrate diet, insulin or phlorhidzin. A high level of 
glutathione averts that type of diabetes in which there 
occurs an elevated level of uric acid in the blood. 
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(Incidentally, the work of Conn, with his experiments 
with adrenocorticotrophic hormone, lends credence to 
the observations in uric acid experiments which have 
been reported by Griffiths.) Such are the hopeful les- 
sons from the laboratory. One cannot, one must not, 
disregard them. 


DIET 

Anyone who has read the literature of the treatment 
of diabetes from Rollo’s time until the present, and 
especially that advocated by Bouchardat and Naunyn 
and, indeed, a host of others, cannot fail to see that 
the leaders and exponents of diabetic therapy, long 
before they knew much about the sugar in the blood, 
advocated strict control of the diabetic state. If glyco- 
suria returned in his patient, Cantani locked him up 
again for a month before increasing the diet. Some 
physicians inadvertently helped to prove the correct- 
ness of these orthodox ideas by advocating other 
methods with disastrous results. The concensus based 
on experience in the last one hundred and fifty-two 
years and the results attained in experimental diabetes, 
therefore, impel me more and more to attempt to 
control the disease, to keep the blood sugar as nearly 
normal as I safely can, utilizing not only insulin but 
diet for this purpose. All will agree that the total 
diet should be restricted to prevent undue gain in 
weight. One should not forget that Allen’s meat-fed 
partially depancreatized dogs could be kept in good 
condition although thin, but if extra meat was given 
to force gain of even 1 pound (0.5 Kg.) in weight, 
they showed glycosuria and became worse. For- 
tunately, insulin therapy enables one to avoid undue 
emaciation. All will agree that sudden changes in 
diet, particularly of carbohydrate, unless under the 
strictest supervision, are dangerous. All will agree that 
150 Gm. of carbohydrate and at least a normal standard 
of protein are desirable, and in general, if more carbo- 
hydrate is given, it should be protected with insulin. 

Responsibility for the treatment in the new 1,000,000 
cases of diabetes devolves on physicians, and, if physi- 
cians do not meet it, then the state. The patients will 
require careful physical examinations, because in them 
complications will be rampant, for they have been 
neglected. No casual office visit will suffice. They 
must be stripped and examined from head to foot. 
As for treatment, the doctor will be swamped unless 
he has inexpensive assistance in his office, in nursing 
homes and in the hospital. More and more he must 
become an employer and introduce wholesale methods. 

Doctors know that diabetes is a personal disease 
and to be managed by direct contact between the 
physician and the patient. Tuberculosis is contagious, 
and the government rightly steps in to care for the 
patients; but diabetes is not contagious and the only 
hope for its proper control rests on the doctor’s 
impressing the patient who has it with the idea that, 
if he will not control it himself, the outcome will be 
a failure. 

Diabetes is a disease for the doctor and not for the 
government to treat. Diabetes is a personal disease, 
and the patient who expects to live by the grace of 
insulin and the handout of food by the government 
or the community, instead of by his own zeal to get 
better and to recover the ability to earn a living, is 


Vil 
194 


140 
NUMBER 7 


doomed to disappointment. Contrast the results of 
treatment in cases in outpatient clinics with their 
changing staffs, even though insulin is freely given, 
with results in cases of similar severity in private 
practice. Of course the new million diabetic persons 
and many of the old as well would like to have insulin 
and diets given to them free, but I doubt their being 
better for it. 
CHOLINE 

Should choline be used in the treatment of diabetic 
patients? Will it protect their livers or prevent them 
from having’ premature arteriosclerosis? Before one 
says yes, one should remember the aphorism of Plato, 
selected by Sir William Osler for the first edition of 
his “Practice of Medicine”: “And I said of medicine 
that this is an art which considers the constitution of 
the patient, and has principles of action and reasons 
in each case.” 

Choline is one of the B complex vitamins. It came 
into prominence when Allan in Toronto, working with 
Best, found in the early days of insulin that, although 
their depancreatized dogs were treated with insulin, 
they would die in about three to nine months, though 
sugar free, with livers filled with fat. As soon as the 
diets of their depancreatized dogs included raw pan- 
creas, they lived indefinitely. Later it was learned by 
Hershey that this also held when a constituent of the 
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Graphic Secunda for choline. 


pancreas, lecithin, was substituted for the whole gland, 
and eventually it was found by Best and Huntsman 
that choline embodied in the lecithin molecule was 
the active principle and served as well. There is 
very little free choline in the body, but this wonder- 
working lipotropic vitamin has a wide distribution. 
The graphic formula for choline is given. 

Choline has a profound effect on the storage and 
transport of fat, on growth and on various other physio- 
logic mechanisms. Betaine and casein are similar to 
it, the latter acting because of its content of methionine. 
Choline, methionine and betaine tend to prevent fatty 
degeneration of the liver, and eventual — cirrhosis, 
and accelerate the phospholipid turnover, but choles- 
terol, an antilipotropic factor, is their antagonist. 

Dr. George R. Herrmann of the University of Texas, 
who has made a special study of hypercholesteremia 
and lipotropic agents for years, recently wrote, “The 
lipotropic agents warrant further clinical study in their 
application as possible therapeutic agents in athero- 
matosis.”” Before I shall advocate the prescription of 
1 to 4 Gm. of choline daily for diabetes I shall 
await further evidence. As to its possible usefulness 
in preventing cirrhosis of the liver, from which as yet 
few of my diabetic patients suffer, recent experimental 
work has been favorable. Choline is wonderful. I 
hope that it will not be long before more proof of its 
protective power against cirrhosis of the liver and 
atheromatosis in diabetes is achieved. 
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INOSITOL 

Inositol —C,H,(OH),—is combined with phosphate 
in cereals and in the phospholipid of soy bean. It is 
present in liver and muscle. It is synthesized by 
bacteria in the intestinal tract, provided that panto- 
thenic acid is present. The anticalcifiying effect of 
cereal is due to the unavailability of the phosphorus in 
the cereal because it is combined with irositol. About 
inositol I feel at present as I do about choline and 
vitamin E. I shall remain open minded, but I want 
more facts. 

VITAMIN E 

Vitamin E (alpha tocopherol) has been recom- 
mended for the treatment of diabetes and especially 
for the vascular complications of the disease. Our 
group has not had sufficient experience with it in the 
treatment of our own patients to speak authoritatively, 
but, from what I have gleaned from the literature and 
my friends, I know of no reason why I should use it. 
Added to other proved methods of treatment, I do 
not know of its doing any harm. However, I have 
heard that, when it has been adopted simultaneously 
with the omission or diminution of insulin to dangerous 
levels, sad results have occurred. In general I hesitate 
to divert a diabetic person’s attention from the use 
of diet, insulin and exercise and the constant control 
of his disease by giving other medicines, unless they 
are definitely indicated. Any of these other methods 
should first have convincing proof of usefulness by 
experiments on animals. 


RESULTS OF TREATMENT OF PHYSICIANS WITH 
DIABETES 

No one can enthusiastically and hopefully treat a 
chronic disease unless he is convinced that the methods 
used are producing encouraging results. For this 
reason one cannot too strongly advocate that each 
physician interested in diabetes compare the outcome 
in his cases formerly and now. Since Jan. 1, 1948, 
my co-workers and I have been engaged in the fol- 
low-up of our patients seen since 1898, with the 
assistance of a grant from The Diabetic Fund of the 
Boston Safe Deposit and Trust Company, a grant from 
the Life Insurance Medical Research Fund and the 
aid of the Statistical Department of the Metropolitan 
Life Insurance Company in compiling the reports. The 
data should be ready for display at the annual meeting 
of the American Medical Association in June 1949, 
but a brief reference can now be made to what has 
been learned regarding the physicians we have treated. 
I will add that all the doctors in the group have been 
traced. 

Physicians with diabetes have a lower mortality rate 
than all my patients treated during similar periods. 
This is shown in table 1. Thus, the total death rate 
for physicians of all ages since the discovery of insulin 
was 50.6 per thousand as compared with 56.9 for all 
patients. But there is a significant difference for dif- 
ferent age groups. Thus, between 25 and 39 years 
of age the death rate for doctors was 8, but for all 
patients 16.7; for the ages 40 to 59 the rate for doctors 
was 23.6, but for all was 33.1; whereas for the old, 
60 to 79 years, the difference was negligible, 91.0 
versus 93.3. Thus table 1 again demonstrates that a 
knowledge of their disease is an important factor in 
keeping those who have diabetes alive. 
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What insulin has done for doctors is shown in 
table 2. In the twenty-four years before its discovery 
the total death rate per thousand for ages 25 to 79 was 
112.3, but for the subsequent twenty-five years, 50.6, 
or about 50 per cent less. For the younger doctors, 
25 to 39 years, it changed from 125.7 to 8.0; for the 
middle aged, 40 to 59, from $5.3 to 23.6; and even 
for the old, 60 to 79, it fell from 164.8 to 91.0. No 
death has occurred among physicians aged 25 to 39 
since 1938, and no death from coma among the entire 
group of 132 deaths during the same period. In fact, 
the last death of a doctor from diabetic coma was on 
Aug. 1, 1931. (Subsequently, 1 such death was 
reported. ) 


Taste 1—Comparative Mortality of 132 Diabetic Physicians 
and All Diabetics in Insulin Era * 


Death Rates per Thousand 


ere 

Physicians All Patients 

Attained Age Groups (8/7/22-1947) (8/7/22-1945) 
23.6 33.1 
91.0 93.3 


* Age-adjusted death rates per thousand on the basis of the age distri- 
' bution of the total patients’ experience Aug. 7, 1922 to 1945 (George F. 
Baker Clinic, Boston). 


TaBLe 2.—Mortality Among 132 Diabetic Physicians 
(1897-1947 )* 


Death Rates per Thousand 


8/7/22 

Attained Age Groups §/6/22 1947 
25-39... dks 125.7 8.0 
164.8 91.0 

Number of Actual Deaths 

caps 3 4 
vies 16 159 


* Death rates per thousand on the basis of the age distribution of 
the total patients’ experience Aug. 7, 1922 to 1945 (George F. Baker Clinic, 
Boston). 


Later the group of physicians will be studied in 
detail particularly to compile and report the causes of 
death, and for this I shall need the help of Dr. Dublin 
and Mr. Marks, so that the incidence of arteriosclerosis 
in diabetic and nondiabetic doctors can be compared. 
Of the 59 doctors who died since Jan. 1, 1944, cardio- 
vascular-renal disease has claimed 83.1 per cent. 


DIABETES CAMPS FOR CHILDREN AND THE NEW 
MODIFIED PROTAMINE INSULIN 

In the summer of 1948 we placed 249 children in 
diabetes camps, 133 in the Clara Barton Birthplace 
Camp for diabetic girls and 116 in the Elliott P. Joslin 
Camp for diabetic boys. It seems a shame that only 
about 1 in 20 of the 15,000 diabetic children in the 
United States under 15 years of age had the oppor- 
tunity of going to a diabetic camp. This year we 
know that we did more for the children than ever 
before, and partly this was due to a doctor’s living 
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at each camp and more laboratory facilities. Not only 
did the camps accomplish a great deal for the children 
and the happiness and comfort of their families, by 
relieving them of responsibility for a period of two 
to eight weeks, but they also were constructive in that 
we tested in them the new modified protamine insulin. 
This insulin is nearly neutral in reaction, pH and 
contains only 0.50 mg. of protamine per hundred units 
of insulin, as compared with 1.25 mg. in ordinary 
protamine zinc insulin. It is a cloudy insulin and acts 
for about twenty-eight to thirty hours. It can be 
mixed directly with the unmodified or regular insulin 
with retention of most of the action of added insulin. 
It was a boon for the children, because one injection 


of it replaced two injections, namely, of crystalline ‘or — 


regular insulin and of protamine zinc insulin before 
breakfast. | 

I have had an opportunity to look over the charts 
revealing its action, compiled by Dr. Priscilla White 
and Dr. Ruth Reuting for the girls’ camp and Dr. 
Alexander Marble and Dr. A. J. Gabriele for the boys’ 
camp, and was struck by its superior power in con- 
trolling the diabetes. Their papers will soon be pub- 
lished. I think that this must in part be attributed 
to greater care in the adjustment of diets for the 
different parts of the day, the necessity of dependence 
on diet and not on insulin alone and a greater respon- 
sibility of the patient in adhering to the regimen. The 
new modified insulin is not a miraculous insulin, but 
it is distinctly a step forward, and one hopes that it 
eventually will be made available for wider use instead 
of distribution purely for investigational purposes. 

The diabetic camps this summer demonstrated as 
never before their usefulness and the opportunity 
afforded for the intimate clinical study of the patients. 
It brought out the fact that more are needed. The 
loss of capital in utilization of the camps for only eight 
weeks a year was emphasized. At the girls’ camp 
an experiment was made to keep the camp open one 
week longer for older girls, and this was most success- 
ful. We shall do our best another year, both to increase 
the size of the camps and to make the capital invested 
in them pay larger dividends by an extension of weeks 
of service. 

NURSING HOMES 

Great as is the need for diabetic camps, the necessity 
for nursing homes where diabetic persons can be taught 
is even greater. Hospitals are too expensive. Nursing 
homes can be built at a fraction of the cost, and in 
them multitudes of patients can learn how to care for 
themselves in the course of a week. The turnover is 
rapid and the good done so great as hardly to be 
estimated. Any young doctor who can persuade a 
diabetic person or some family to take an interest in 
caring for 1 or 2 or a few of his diabetic patients each 
week will advance significantly the standards of treat- 
ment of diabetes in his community and his own interests 
as well. 

Between 1898 and 1914 the average age at death of 
my diabetic patients was 44.5 years and in 1944-1946 
it had risen to 64.5 years. There are thus a great 


many patients who die of diabetes after 64 years of 
age. A provision must be made for their care during 
their final illness, which is often prolonged and pre- 
ceded by invalidism so serious as to require hospitaliza- 
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aged, but I think that it has not been sufficiently empha- 
sized that diabetic persons have grown 20 years older 
in a generation. We must begin to make provisions 
for them, because their diabetes is easily neglected. 
Diabetes camps for young persons and diabetes educa- 
tional and nursing homes for older persons and the 
aged claim our consideration. 

Diabetic persons are not living as long as they 
should, and the reason is that, in addition to the diet, 
insulin and exercise, each one of them needs personal 
follow-up bya doctor. If they were seen and examined 
every six months and their weight, blood sugar and 
urine reported on every three months, their expectancy 
would be far more than three-fourths that of the 
nondiabetic population and the average duration of all 
fatal cases would rise above 14.4 years. Today the 
deviation is 19.1 years for those with onset in the 
first decade, although the normal life expectancy is 
55 years, but for those with onset above 60 years 
the duration is 9.1 years instead of a life expectancy 
of 12 years. Each diabetic ought to have a doctor to 
help him live longer and more healthfully. Talk as 
much as you like about the wonders of insulin and 
of diet, or the usefulness of exercise—all are of little 
avail unless the personality of the doctor enters into 
each case to see to it that treatment is followed. The 
patient must be made to realize this. He should know 
that he is being guided, protected and followed up 
year in and year out, and he must be shown that 
thereby his lot will be far better than that of the 
neglected person. Each doctor should have his own 
diabetic statistics. I know how long my patients are 
living today compared with those I treated formerly, 
and I know of what they are dying now; so guided, 
I try to make them live longer and escape the needless 
deaths to which so many in the past have succumbed. 


QUARTER CENTURY VICTORY DIABETES MEDAL 

For years we have given a medal to any diabetic 
patient who lived longer with his disease than he was 
expected to live without it, as estimated by life insur- 
ance expectancy tables. Probably 800 of these medals 
have been distributed, and I am sure, when we have 
followed up all our patients, that there will be many 
more who have earned it. 

The Victory Diabetic Medal is of a different nature, 
because it requires health as well as duration of the 
diabetes to secure it. It is awarded by the Advisory 
Committee of The Diabetic Fund of The Boston Safe 
Deposit and Trust Company. The requirements are 
that the person shall have had undoubted diabetes for 
25 years and be in sound health as certified by a 
physician, free from complications in the eyes as certi- 
fied by an ophthalmologist and from arteriosclerosis 
in the arteries as certified by a roentgenologist. Thus 
far 4 patients have qualified for the medal. The onset 
of their diabetes has been at 1.9, 9, 14.1 and 14.9 years, 
respectively, and they have survived diabetes already 
26 to 29 years. 

Have you a candidate for the Diabetes Quarter Cen- 
tury Victory Medal? The Diabetic Fund would be 
happy to present your patient with its medal, because 
it is hoped that a study of the treatment and lives of 
these persons will yield definite hints for the care of 
other diabetic persons. 
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CHRONIC LYMPHATIC LEUKEMIA 
A Study of 100 Patients Treated with Radioactive Phosphorus 


JOHN H. LAWRENCE, M.D. 
Berkeley, Calif. 

B. V. A. LOW-BEER, M.D. 
San Francisco 


and 
JAMES W. J. CARPENDER, M.D. 
Chicago 


In a previous article’ were reported 129 cases of 
chronic myelogenous leukemia treated primarily with 
radioactive phosphorus (P**). In the present paper 
a similar study of lymphatic leukemia is presented, 
based on our total experience in the use of P** since 
we started these investigations. Included in the series 
of 100 cases are all patients with this condition who 
have been treated with radioactive phosphorus at the 
University of California in Berkeley and San Francisco 
since the work was started by one of us in 1936 until 
March 1, 1947, and followed until Sept. 1, 1948. 


PREPARATION OF RADIOPHOSPHORUS 

P*? in the form of isotonic sodium mono-hydrogen 
phosphate was prepared according to methods previ- 
ously described.* The former source of the P** was 
the P*' (n,p) P*? reaction in the cyclotron, but more 
recently the high yield of the S** (n,p)P* reaction 
which occurs in bombardment of sulfur by neutrons 
in the atomic pile has led to utilization of this source. 
The solution of P*? has been made isotonic by adding 
sodium chloride.* Very little nonradioactive phosphate 
is present in the solution so obtained, and the total 
sodium phosphate content is less than 0.1 mg. per cubic 
centimeter. It is standardized against a uranium beta 
particle source and its activity expressed in microcurie 
radium equivalents.‘ 

DOSAGE 

The methods of dose determination have been dis- 
cussed in previous reports.* Briefly, the estimation is 
based on results with total body irradiation and the 
calculation that 1 microcurie of P*? per gram of tissue 
will give about 40 r of irradiation in twenty-four hours. 
Using data on percentage uptake, the rate of excretion 
and the rate of decay of P**, Dr. C. A. Tobias has 
derived formulas expressing dosage in  roentgens 
equivalent physical whether for oral or intravenous 
administration. The formulas are based on the assump- 
tion of uniform distribution of P** throughout the body 
(which does not occur). Correction is not made for 
the relative localization in the disease-involved tissues, 
and this is conditioned by size and frequency of dosage. 


Dr. Carpender , is now with the Department of Radiology, Division of 
Medicine, University of Chicago. 

From the Radiation Laboratory and Divisions of Medical Physics 
(Donner Laboratory and the Department of Physics) and Radiology, 
University of California 

This work has been ‘aided in part , 4. grant from the International 
Cancer Research Foundation and by the Henry Stevens Kiersted Memorial 
Fund for Medical Research. 
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was render y r. Wolf, and Mr. H. O. 
Anger who processed and the 

4. Lawrence, Dobson, Low-Beer and Brown.’ Tobias, C. A.: Stand- 
ardization of Radioactive Samples, in Isotopic Tracers and Nuclear Radi- 
ations, McGraw-Hill Book Co. . in press ; 
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With oral administration the retention of phosphate 


is less than after intravenous use, and this must be 
taken into consideration in evaluation of dosage. 


DESCRIPTION OF CASES 


The 100 patients under consideration were seen at 
the University of California before March 1, 1947. 
Seventy-seven of the patients consisted of the entire 
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HISTORIES 


A review of the histories of these 100 patients shows 
1 patient with a family history of blood dyscrasia. 
This patient had a sister who died of lymphatic leuke- 
mia. There were no patients with histories of tuber- 
culosis, and in only 1 was it found at necropsy, in which 
case inactive pulmonary disease was observed. This low 
incidence is of interest in the light of the not uncommon 


% concurrence of tuberculosis and leukemia.® 
SEX AND AGE OF ONSET 
ue, The sex distribution was 71 per cent male: (71 cases) 
and 29 per cent female (29 cases). These figures 
. ~ 
= . closely agree with those of Minot and Isaacs‘ and 
, others and indicate that lymphatic leukemia has an 
ad 2 et even greater predilection for male subjects than does 
std myelogenous leukemia, in which 60 per cent of the 
20 
6 
] 
° 
Fig. 1.—-Chronic iymphatic leukemia. The distribution of 24 living ry It 
and 73 deceased patients is shown according to age (years) at onset 78 
(horizontal values). The vertical values show the number of cases studied. W. B.C. | \ 
thousends 
group seen at one of the clinics up to that date, and | —4 V Aim fr 
the remaining 23 were seen and treated at the other I 
clinic. No attempt was made to select the patients. | ; 
Fifty-eight of the patients either had had roentgen a 
therapy before receiving or were given it afterward 
because indication occurred for local irradiation, such te ah 
groms 
as large lymph nodes or a large spleen. Some of these me V f_ 
32 
LEVER 
d L | 200 \ A. A 
had & 
(cate 
+ 
—_—— Fig. 3.—This chart demonstrates the difficulty of Bringing many of the 
HEMOGLOBIN patients under control with present methods availa he patient, a 57 
> - year old man with chronic lymphatic leukemia, > received P® an 
. ~ radioactive colloids of yttrium and chromic phosphate (for hver and spleen 
irradiation), several doses of roentgen rays to the lymph nodes and also 
several transfusions during 1948. At the time of writing, red b cells 
mite | 1 and thrombocytes were beginning to increase, but one cannot be sure that 
BLOOD CELLS T the patient will continue to respond favorably. 
5 Cséecases are found in the male sex.* The age of onset 
| ‘woh oe _ varied from 20 to 60 years, with the average at 53. 
t The distribution is graphically illustrated in figure 1. 


Fig. 2.—By infrequent administration of P® intravenously, in doses 
from 0.5 to 4 millicuries, the white cells have been kept near normal in 
number and the patient, . 41 year old man with chronic (purnatic leu- 
kemia, has carried on a normal life without symptoms shown in 
millicuries, red blood _ in millions, hemoglobin in grams and white 

cells and thrombocytes in thousands). 


patients have previously been reported, but this is the 
first attempt to study the entire series observed in 
the period 1936-1948.° Follow-up studies were incom- 
plete in 3 of the 100 patients. 


5. Low-Beer, Lawrence Stone.’ J. H.: Physics 
and Therapy: A Prelimina ge Method f rea 
of Leukemia and 38: 51-59 July) 


This average agrees with the age incidence reported 
by Wintrobe.’ In myelogenous leukemia the greatest 


6. Lawrence, Dobson, Low-Beer and Brown.’ Holler, G.: 
uber die Wechselwirkung zwischen Leukamie 
lin, Wehnschr. 


und Tuberkulose im 
10: 1663-1666 1931. 


. R., and lsaaes, Lymphatie Leukemia: Age 
tion, enefit Derived from Irradiation, Boston J. 
as 1- 9 (July 3) 1924. 

Lawrence, baa ry Low- Beer and Brown.’ Minot, G. B.; Buckman, 
T. é. and Isaa ronic Myelogenous Leukemia: Age Incidence, 
Duration, and Bonest Derived from Irradiation, J. A. M. A. 82: 1489- 
(May 10) 1924. 

Wintrobe, M. M., and Hasenbush, L. L.: Chronic Leukemia: 
Early Phase of Chronic Leukemia, Results of Treatment and Effects of 
Complicating ay | Study of Eighty-Six Adults, Arch. Int. Med. 
64: 701-718 (Oct.) 193 
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Jaffe, R. H.: Tuberculosis and 
(Jan.) 1933. 
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number of cases appear at a younger age. In our series, 


which in general agrees with others, the average age 


was 
TREATMENT DETAILS 


At the initial visit a history was taken, a physical 
examination was carried out and blood studies were 
done. These often included a sternal puncture.'' After 
this the patient was seen at what seemed to be the 
proper interval, the visits ranging from semiweekly to 
trimonthly, the frequency being determined by the 
activity of the disease. Dosage regulation was roughly 
similar to that described in the treatment of myelog- 
enous leukemia,’ although smaller and more frequent 
doses were given. In general, enough P** was given 
to produce symptomatic relief. This, when achieved, 
with an improved red cell count and decrease in size of 
spleen and lymph nodes, was considered a good 
response, and an attempt to bring the white cell count 
down to normal or to near normal with a normal 
differential count was not made because of danger of 
too great a depression of the marrow and decreased 
production of normal cells. By this method the average 
patient received 1 to 2 ‘millicuries per week for four 
to eight weeks. This dosage was repeated when indi- 
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Fig. 4.—This patient, a 59 year old woman with chronic lymphatic leu- 
, had a spontaneous fracture of a cervical due 
to leukemic involvement) and during P® therapy was in a 
Excellent response and no further ae. necessary after 1942. Blood 
smear and marrow show evidence of leukemia, but patient continues 
symptom free. 


cated by a return of symptoms or other evidence of 
increased activity of the disease process. These small 
doses have been found adequate for controlling most 
patients for shorter or longer periods of time. 


RESPONSE TO TREATMENT 

The response to therapy in typical cases is shown 
in figures 2, 3 and 4. Figure 5 presents the picture 
with reference to length of life, and figure 6 suggests a 
favorable relationship between a high original hemo- 
globin and duration of life. Figure 7 suggests that with 
onset between ages 30 and 40, average survival is longer 
than in other age groups. This is not in complete 
agreement with other series,” where better survival was 
observed in the 40 to 50 age group. Other analyses 
of the data showed no correlation between height of 
initial white blood cell count and survival time. 


COMMENT 
The series of cases under discussion is showing a 
small increase in the average duration of life with 


10. Lawrence, Dobson, Low-Beer and Brown.* Minot, Buckman and 
Isaacs.° Wintr and Hasenbu sh.® 

11. A detailed report of the marrow observations before and after 
therapy is now being written. 
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this form of therapy as compared with series in which 
roentgen irradiation alone was used. The significance of 
this increase (average now approaching five years) 
cannot be evaluated without a greater number of cases 
followed for a longer period of time. Minot and Isaacs * 
reported 80 cases with an average duration of 3.45 
years with no essential difference between 50 irradiated 


veceaseo, omy 


Fig. 5.—-Results of P® therapy in 97 cases of chronic lymphatic leu- 
kemia. The number of patients is plotted against average length of life 
after onset (September 1948). At present (May 15, 1949) the average 
for the whole group is 4.5 years, and the 22 living patients now have an 
average duration since onset of 6.8 years. (These durations have been 
calcula from the individual patient charts by a disinterested medical 
observer.) The vertical values show the number of cases studied and the 
horizontal values the duration in years. 


patients and 30 treated by other methods. Wéintrobe 
and Hasenbush® reported 152 cases with an average 
duration of 3.29 years. The average duration in the 
present series is increasing, since 24 of the patients 
were still living at the time of writing; 35 per cent of 
the group had survived five or more years after onset, 
and 13 per cent of them eight or more years after onset. 

In comparison with the series of myelogenous leuke- 
mia * in which the terminal picture in at least one third of 
the patients was one of acute leukemia with increased 
numbers of the blast cells in the blood smear, in the 


eo 
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Fig. 6.—Comparison of duration of disease (in years) with percentage of 
Se on pe es in 95 cases of chronic lymphatic leukemia treated 
with . The dotted lines are for average duration of deceased patients. 


cases of lymphatic disease there were only 2 that 
died with this picture. In attempting to depress 
the rapid growth of the young cells of leukemia one 
may also depress normal cell production, and leuko- 
penia or anemia may result. While there is some 
selective effect with P**, one is aware of the pos- 
sibilities of overdosage and deleterious effects just as 
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in the use of general body irradiation with roent- 
gen rays or radium.'* In consequence, a number 
of patients had decreases in thrombocyte counts to 
rather low levels and some showed low red cell counts 
alter therapy. As these effects may be due also to 
the disease process itself, they constitute a major prob- 
lem in determination of the amount of therapy advisable, 
whether it be P**, total body or local irradiation. 
Sternal bone marrow examination may be of assistance 
in making the decision, but one cannot be completely 
dependent on this, as leukopenia, anemia or thrombo- 
penia due to irradiation may be present with a 
hyperplastic marrow which ordinarily constitutes an 
indication for therapy. Success of therapy depends on 
the greater sensitivity of the leukemic cells to irradia- 
tion, and often this is slight. In animals we have not 
been able to demonstrate greater sensitivity of leukemic 
cells over normal cells." 

In the total of 73 patients dying of lymphatic leu- 
kemia, postmortem examination was done in 21 
instances. The observations were typically those seen 


‘fy 


AVERAGE 97 CASES 


pe 
AVERAGE 70 CASES DECEASED 
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Fig. 7.—Comparison of age at onset in years (horizontal values) with 
duration in years (vertical values) in 96 cases of chronic lymphatic leu- 
kemia treated with The dotted lines are for average of dece 
patients. 


in this condition with generalized infiltration of lymph 
nodes, spleen, liver and marrow. Several of the patients 
showed adverse effects on the normal blood components 
during the course of their disease, but in no case did 
the pathologist report observations suggestive of an 
aplastic marrow. There were, however, several patients 
on whom no postmortem examination was performed 
but who showed in the peripheral blood evidence of 
severe marrow depression. As in the myelogenous 
series some of the patients have received P** for as 
long as ten years, but in this series the dosage has 
heen lower, only 1 patient receiving a total greater 


12. Craver, L. F., and MacComb, W. 
Body: Heublein Method, New York State J Med. 34: 249-255 (March 
15) 1934. Craver, L. F., and MacComb, W. S.: Heublein’s Method of 
Continuous Irradiation of the Entire Body for Generalized Neoplasms, 
Am. J. Roentgenol. 32: 654-674 (Nov.) 1934. Hunter, F. T.: Spray 
X-Ray Therapy in Polycythemia Vera and Erythroblastic Anemia, New 
England J. Med. 214: 1123-1127 (June 4) 1936. Medinger, F. G., and 
Craver, L. F.: Total Body Irradiation with Review of Cases, Am. 
Roentgenol. 48: 651-671 (Nov.) 1942. Hempelman, L. A., Jr.; Reinhard, 
E. H.; Moore, C. V.; Bierbaum, C. S., and Moore, S.: ewe 
Complications of Therapy oo Radioactive Phosphorus, J. Lab. & Clin. 
Med. 29: 1020-1041 (Oct.) 194 

13. Scott, K. G.; Graff, W. 3. and Lawrence, J. H.: The Histologic 
and Therapeutic Effects of Radiophosphorus on Normal and Lymphomatous 
Mice, Am. J. Roentgenol. 40: 44-54 ‘Jan.) 1946. 
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than 50 millicuries. In no case has there been evidence. 
at autopsy, of induced neoplasm, such as bone tumor 
as was reported by Brues and his co-workers ‘* after 
large doses of radioactive strontium in mice. 

As in the case of myelogenous leukemia, we are 
limited by the adverse effect on normal cells and in 
some cases by what appears to be a gradual decrease 
in the ratio of sensitivity between leukemic and normal 
cells as the period of treatment lengthens. It is often 
necessary that one treat a patient in the face of falling 
red cells and thrombocyte counts in the hope that this 
decrease can be corrected or alleviated by. inhibiting 
the leukemic marrow infiltration. Often palliation is all 
that can be achieved, but control of the disease is pos- 
sible in a good percentage of the patients; it appears 
that the ease with which this is accomplished, by 
providing generalized irradiation, and the lack of radia- 
tion sickness in this form of therapy make the use of 
P** advantageous. On these points all workers seem 
to agree. Despite the fact that these studies and 
also the studies of the cases of myelogenous leukemia 
indicate that P** may be the best agent for the 
treatment of these conditions, either alone or in com- 
bination with roentgen irradiation, the failure to pro- 
duce control or remarkable prolongation of life in many 
patients points to the need for much further research 
on this problem in the hope that, with a better under- 
standing of the nature of leukemia, improved methods 
of therapy will result. 


SUMMARY AND CONCLUSIONS 


A study of 100 cases of chronic lymphatic leukemia 
treated with P*? alone or in conjunction with roentgen 
rays is presented. Comfortable life appears to have 
been prolonged as compared with the average life span 
after other methods of treatment. At the time of 
writing, 33 per cent of the group had lived five or 
more years after onset and 10 per cent eight or more 
years; these figures will be extended with the passage 
of time, since 24 of the patients are still living. When 
compared with five year end results in other types 
of neoplastic disease, such as carcinoma of the breast, 
prostate, lung, stomach and esophagus, these results 
are relatively good and do not encourage the prevalent 
hopeless attitude taken by many doctors confronted with 
the problem of treating chronic leukemia.’® This atti- 
tude is undesirable, since, when patients are first seen, 
one cannot rule out the possibility of long and comfort- 
able life. This method of treatment is advantageous in 
its convenience for both patient and physician and in 
the lack of radiation sickness. 


14. Brues, A. M.; Lisco, H., and Finkel, M.: Carcinogenic Action of 
Some Substances Which May Be a Problem in Certain Future [ndustries, 
Atomic Energy Commission Declassified Document MDDC 145, 1948. 

. Low-Beer, Stone.* Reinhard, H.; Moore, C. 
Bierbaum, te te and Moo : Radioactive Phosphorus as a Therapeutic 
Agent, J. & Clin. Med. ae: 107-215 (Feb.) 1946. Lawrence, J. H.: 
ee oe on the Nature and Treatment of Leukemia and Allied Dis- 
eases (Edwin R. Kretschmer Memoria! Lecture), Prec. Inst. Med. Chicago 
14: 30-49 (Feb. 15) 1942. Warren S.: The Therapeutic Use of Radio- 
active Phosphorus, Am. J. M. Sc. 209: 701-711, 1945. 

16. Moffitt, H. C., Jr., and Lawrence, J. H.: Chronic Leukemia of Long 
Duration; With a Report of 31 Cases With a Duration of Over Five 
Years, Ann. Int. Med. 30: 778-790, 1949, 


Emetic Action of Salicylate.—Vomiting is one of the most 
disturbing features of salicylate intoxication and, if persistent, 
results in dehydration and may interrupt treatment. It occurs 
when salicylate is given by the oral, rectal, or intravenous routes. 
—Graham, J. D. P., M.D., and Parker, W. A., M.D., The 
Quarterly Journal of Medicine, April 1948. 
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SPONTANEOUS REMISSION IN ACUTE LEUKEMIA 
Report of a Case Complicated by Eclampsia 


R. F. BIRGE, M.D. 
ALONZO L. JENKS Jr., M.D. 
and 
STANLEY K. DAVIS, M.D. 

Moines, lowa 


Wide interest has been aroused by a recent report 
that temporary remissions of acute leukemia have been 
produced in children with the aid of a so-called folic 
acid antagonist. Despite its toxicity, Farber, Diamond, 
Mercer, Sylvester and Woltf' have found that the 
administration of aminopterin® (4-aminopteroyl glu- 
tamic acid) produces, in the majority of patients 
treated, dramatic clinical improvement together with 
striking alteration toward normal of peripheral blood 
and bone marrow pictures. Comparable remissions of 
appreciable duration have never before been produced 
by numerous therapeutic agents. 

On the other hand, sporadically, remissions of acute 
leukemia have been observed to occur without apparent 
relationship to therapy. Authenticated instances of 
spontaneous remission now seem worthy of review 
because they constitute a control group which may be 
compared with examples of drug-induced remission. 
Ten such cases have been described since 1931, and 
an additional example of unusually long remission 
(twenty-one mnths) is herein recorded. The latter 
case is unique in that its initial phase was complicated 
by eclampsia and is of especial interest because the 
bone marrow pattern of acute leukemia disappeared 
during remission. 


REVIEW OF LITERATURE 

Reporting a case of acute leukemia in which decided 
clinical improvement paralleled the return of the blood 
to an apparently normal state, Jackson, Parker, Robb 
and Curtis? stated in 1931 that they had been unable 
to find in the literature a description of a comparable 
case. Therefore, this review covers the literature subse- 
quent to the report of these authors, excluding poorly 
authenticated cases, remissions of less than two months, 
and an example of clinical remission showing per- 
sistence of leukemic cells in the peripheral blood.* 

In 1937 Forkner* emphasized that spontaneous 
remission of acute leukemia is characterized not only 
by striking clinical improvement, but also by dis- 
appearance of enlargements of spleen, liver and lymph 
nodes, and by recession of the evidence of leukemia in 
the peripheral blood. In 1946 Pellegrini * reported that 
there is a concomitant recession of the bone marrow 
picture during remission of acute leukemia. This 
observation is confirmed by study of the case herein 
described. 

The incidence of remission of acute leukemia cannot 
be expressed mathematically. Although short incom- 


From the Departments of Pathology and Internal Medicine, Iowa 
Methodist Hos ital, Des Moines, lowa. 


1. Farber, Diamond, K.; Mercer, R. D.; Sylvester, R. F., and 
Wolff, J. A.: Remissions in Acute ukemia in Children 
Produced by Folic Acid 4- Aminopteroy] Glutamic Acid 


a J. Med. 238: 787- (June 3) 1948. 
2. Jackson, H., ; Robb Curtis, H.: Studies 
of Diseases of Lymphoid’ Myeloid A Case of Acute 


Leukemia a a Five Months Remission, Folia haemat. 44: 30-37 


EF, R., and Seymour, W. B.: Lenko nic Leukemia of the 
Myeioblastic "Type, ‘Am J. M. Se. 196: 621-632 Nov.) 1938. 
orkner, E.: Spontaneous Remission and Reported Cures of 
Chinese J. 52: 1-8 (July) 1937. 
5. Pellegrini, Casi di leucemia con remissione, Haematologica 
28: 257-292, 
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plete remissions are not uncommon, many hematolo- 
gists have not observed an instance of complete 
spontaneous remission lasting as long as two months. 
Sometimes, in reviews of acute leukemia, incomplete or 
very short remissions are described, while in other 
reviews the subject is not mentioned. 

Including our case, 11 instances of acute leukemia, 
showing clearcut clinical and hematologic remissions 
of two to twenty-one months, have been recorded.® 
Four of the patients were girls, aged 3 to 14 years. 
The remaining patients numbered 3 men and 4 women, 
ranging in age from 33 to 58 years. Every case had a 
febrile onset, and every case except 1 showed mucous 
membrane involvement at some time during the course 
of the disease. Enlargements of lymph nodes and spleen 
were observed in the majority of cases. Hemorrhagic 
phenomena were encountered in 8 cases and not men- 
tioned in 3 cases. Thrombocytopenia and anemia were 
always present. 

The initial leukocyte count was usually within the 
limits of normal. One patient was leukopenic through- 
out the early phase. Another had a count of 22,000, 
which was not repeated. In our case transient leuko- 
penia trailed the onset of clinical remission, and when 
the leukocyte count again reached a normal level stem 
cells could no longer be found in the peripheral blood 
smears. 

However, in 6 cases the disease followed an interest- 
ing pattern. As illness progressed, leukopenia appeared 
and became profound. Unexpected clinical improve- 
ment followed, and the leukocyte counts rapidly 
increased to normal or temporarily high levels while 
stem cells disappeared from the blood. 

During remissions, the patients were ambulatory and 
felt well. Splenomegaly, hepatomegaly and lymph- 
adenopathy subsided. Blood cell counts were normal, 
or so nearly normal that evidence of leukemia was not 
detected by examination of peripheral blood smears. 

In 2 of Pellegrini’s cases and in our case the sternal 
marrow was studied in the initial phase as well as at 
remission. In each instance, the marrow picture was 
characteristic of acute leukemia at the onset and essen- 
tially normal during remission. 

With recurrence, almost invariably the leukocyte 
count was initially elevated or rapidly rose to a high 
level. Peripheral blood and bone marrow pictures 
were typical for acute leukemia. Lymphadenopathy 
and splenomegaly, if previously present, returned. The 
clinical observations at the time of recurrence were 
those of classic acute leukemia, and there was rapid 
downhill progression with early death. The case 
recorded by Whitby and Christie 4 was a remarkable 
exception, however, in that there were two remissions 
before death occurred, with observations typical of 
acute leukemia. 

Although clinical manifestations were so similar, 
there was wide variation in classification of the 11 cases. 
In 4 cases the disease was classified as monocytic, 
in 3 as lymphatic and in 2 as myelogenous, while in 
2 it was designated simply as acute leukemia. 


6. ackson, Parker, Robb and (b) Jackson 
he Protean Character the Leukemias and o eel 

ane” ‘New England J. 220: 175- 181 (Feb 2) 1939. “d) Whitby, 
L. &. and Christie a M.: Monocytic Leukemia, Lancet 1: 80-82 
. an. 12) ‘1935. (e) F finn, L. B.: Acute Lymphatic Leukemia in a Child 

our Years with a Severe Granulopenic Phase Preceding a pesslanon, 
yyy Int. Med. 9: 458-469 (Oct.) bao (f) Jackson, H., Jr.: Acu 
Leukemia we Remissions, . J. Cancer 26: 194-195 (Jan.) 1936. 
(g) Marcus, H.: Complete Lab & Chi of 
ie Alewcemic Myeloitl Leucemia, J b. & Clin. Med. 21: 1006-1 
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REPORT OF A _ CASE 

On Sept. 1, 1942, a white married woman, aged 33, noticed 
slight edema of the feet and ankles. On the evening of Septem- 
ber 3 she had several chills. She entered the hospital the 
following morning for observation, stating that she was in 
the seventh month of her second gestation. A right salpingec- 
tomy and ovariectomy had been performed in 1940 for ectopic 
pregnancy. Her maternal grandmother had had_ profound 
anemia at the age of 50 and died four months later. 

The temperature was 100 F. Physical examination revealed 
generalized slight puffiness of the skin and moderate edema of 
the ankles. The throat showed hyperemia. The blood pressure 
was 150 systolic and 84 diastolic. The abdomen was enlarged, 
consistent with the seventh month of pregnancy. Fetal heart 
tones were normal. The spleen and liver were not palpated, 
and enlarged lymph nodes were nowhere encountered. 

Urinalysis showed albumin 1 Gm. per liter, an acetone 
reaction of 4 plus and a positive diacetic acid reaction; micro- 
scopic study of a centrifuged specimen revealed 12 to 15 
erythrocytes and an occasional leukocyte per high power field. 
The initial hemogram showed: hemoglobin 9.2 Gm. per hundred 
milliliters, erythrocytes 2,480,000 per cubic millimeter and leu- 
kocytes 9,200 per cubic millimeter, with 81 per cent stem cells, 
9 per cent neutrophils, 2 per cent monocytes and 8 per cent 
lymphocytes. Results of Kline and Kahn flocculation tests and 
a heterophil antibody test were negative. The icterus index 
was 10.7 units. 

Blood smears contained many peroxidase negative stem cells. 
The normochromic anemia was accompanied with moderate 
polychromatophilia. Thrombocytes were moderately decreased. 

A sternal puncture on September 7 showed a hyperplastic 
marrow containing a pronounced preponderance of stem cells 
similar to those observed in the peripheral blood. 

On September 15 she had numerous convulsions. The 
blood pressure had risen to 180 systolic and 90 diastolic. The 
urine contained 20 Gm. of albumin per liter, and the serum 
protein was 4.4 Gm. per hundred milliliters. The spinal fluid 
pressure was normal; the cell count was 1, and the protein 
level was 20 mg. per hundred milliliters. — 

Intravenously administered pentobarbital sodium (nembu- 
tal®) controlled the convulsions, but the patient remained 
comatose through the following day. In the evening she gave 
birth to a nonviable infant. 

At autopsy, the female infant weighed 1,240 Gm.; it showed 
slight maceration and no other grossly recognizable changes. 
In the placenta, numerous small fresh hemorrhagic infarcts 
were observed. Microscopic studies revealed no evidence of 
leukemic involvement of the infant’s tissues or of the placenta. 

After delivery, the patient remained in a comatose state for 
several days, but she gradually improved. Her temperature 
fluctuated from 100 to 105 F., but was normal after Septem- 
ber 29. The content of albumin in the urine gradually decreased, 
until only a slight trace was present on October 1 

On September 24, the total leukocyte count was 5,400 with 
50 per cent stem cells. Five days later the count was 4,500 
with 26 per cent stem cells. The heterophil antibody reaction 
was negative. The serum protein was 4.6 Gm. per hundred 
milliliters, and the blood uric acid was 2.9 mg. per hundred 
milliliters. A blood culture was negative. 

During October she gradually improved. The leukocyte count 
dropped to 2,250 on October 7 and then gradually rose to a 
level. of 6,200 ten days later. Stem cells decreased in number 
until it was impossible to find them after October 12. A 
sternal puncture, performed on October 14, revealed a remark- 
ably different picture from the previous one. The picture was 
that of an essentially normal marrow. 

Interval History—The patient was placed on a highly nutri- 
tious diet, especially rich in butter. She was given yellow bone 
marrow, vitamin B complex, vitamin A and vitamin D. After 
discharge from the hospital on Nov. 16, 1942, she gained 
strength and by March 1943 was doing much of her housework. 
By October she seemed to be entirely well, doing all her 
housework and taking part in social activities. 

For a period of almost two years, blood cell counts were 
taken first at weekly intervals and then at fortnightly intervals. 
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Her erythrocyte count was always close to the lower limit 
of normal. The hemoglobin was normal. Slight macrocytosis 
was always present. The leukocyte count remained around 
5,000, and no immature cells were observed in the smears. 

The Recurrence-—On July 15, 1944, she had an abscessed 
tooth treated by a dentist. Afterward she felt perfectly well, 
but on July 26 the hemogram showed: hemoglobin 13.9 Gm. 
per hundred milliliters, erythrocytes 3,770,000 per cubic milli- 
meter and leukocytes 4,350 per cubic millimeter, with 54 per 
cent stem cells, 1 per cent band cells, 2 per cent neutrophils, 
1 per cent eosinophils, 3 per cent monocytes and 39 per cent 
lymphocytes. 

During the middle of August she had several attacks of 
mild urticaria. On the morning of August 17, menstruation 
began. Later in the day, a mild chill occurred and the tempera- 
ture was 102 F. 

When she was readmitted to the hospital on August 21, 
physical examination revealed a few cutaneous petechiae. There 
was no demonstrable lymphadenopathy, splenomegaly or hepato- 
megaly. The blood pressure was 98 systolic and 70 diastolic. 

The admission hemogram showed: hematocrit 33 volumes 
per cent, hemoglobin 9.7 Gm. per hundred milliliters, erythro- 
cytes 3,010,000 per cubic millimeter and leukocytes 40,400 per 
cubic millimeter, with 88 per cent stem cells, 1 per cent band 
cells, 2 per cent neutrophils and 9 per cent lymphocytes. The 
urine was normal. The result of a Friedman test was nega- 
tive. The sedimentation rate was 136 mm. per hour (Wester- 
gren), blood urea nitrogen 16.3 mg. per hundred milliliters, 
uric acid 3.1 mg. per hundred milliliters and total protein 
6.6 Gm. per hundred milliliters. 

The course was irregularly febrile, marked by  occa- 
sional chills. Almost every transfusion was eccompanied with 
chilling and fever. Malodorous vaginal discharge appeared, 
and at intervals there was passage of increasing amounts of 
blood and blood clots. Examination revealed ulcerative necrosis 
of the cervix. The hemorrhage could not be controlled by 
blood transfusion, by administration of vitamin K or by other 
measures. An abscess of the buttock developed and drained 
persistently. Scattered petechiae and ecchymoses appeared in 
the skin, and from time to time she complained’ of urticaria. 

Blood cultures were repeatedly negative. Although the urine 
contained very few leukocytes, urine cultures were persistently 
positive for Aerobacter aerogenes, Escherichia coli and Proteus 
vulgaris. 

The leukocyte count varied from 40,000 to 85,000. On 
August 30, she was given 3 millicurie equivalents of radioactive 
phosphorus in 5 per cent dextrose and isotonic sodium chloride 
solution intravenously. Similar amounts were given on Sep- 
tember 4 and September 22. The leukocyte count rose to 
101,000 on September 6 and then gradually dropped to 18,000 
on October 2. Thereafter it fluctuated from 8,000 to 18,000, 
with stem cells persisting in high percentage. Anemia and 
thrombocytopenia persisted, the thrombocyte count falling to 
9,000 on October 4. 

She was maintained on a highly nutritious, high fat diet 
supplemented by yellow bone marrow and vitamin B complex. 
She received many blood transfusions and several courses of 
penicillin. There was very little response to any therapeutic 
measures attempted. She died on October 18. 

Necropsy.—At necropsy, slight generalized lymphadenopathy 
was encountered. The liver weighed 1,955 Gm. and the spleen 
weighed 205 Gm. A few petechiae were found in the pleurae 
and endocardium. The dilated heart weighed 285 Gm. No 
important changes were observed along the respiratory, gastro- 
intestinal or urinary tracts. The endometrium was represented 
by a thin, hyperemic irregular surface, to which a few shreds 
of soft red tissue were attached. The patulous cervical canal 
was filled with thin malodorous sanguineous fluid, and the 
hyperemic granular endocervix showed small areas of necrosis. 
The ribs and vertebral bodies showed normal density and 
contained abundant thick, pale red bone marrow. 

The bone marrow was heavily infiltrated by cells resembling 
those found in the peripheral blood and in the bone marrow 
during life and contained few megakaryocytes, normoblasts or 
granulocytes. Large mononuclear cells were scattered along the | 
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liver sinusoids and along the sinusoids of the lymph nodes, 
which showed preservation of architectural pattern. However, 
the architectural pattern of the spleen was obliterated because 
of proliferation of large numbers of mononuclear cells. The 
inflammatory process in the cervix proved to be a necrotizing 
one, characterized by little evidence of repair and by the pres- 
ence of very few segmented neutrophils and small numbers of 
large mononuclear cells. Other organs did not show evidence 
of leukemic involvement. 

COM MENT 


The diagnosis of leukemia was amply confirmed 
when the patient was originally seen and again at the 
beginning of the remission. In an interesting letter, 
dated Oct. 24, 1942, Dr. Lawrence H. Beizer of the 
Mayo Clinic, Rochester, Minn. (now of Philadelphia), 
said: 

Dr. Frank J. Heck and I have reviewed the original smears 
and the recent ones which you sent in the case of Mrs. E. R. 
We still feel that the original smears are typical of acute 
leukemia, probably leukemic reticuloendotheliosis. The recent 
peripheral blood and bone marrow smears show no evidence 
of leukemia. Dr. Heck tells me that in the past the men here 
have seen several cases in which the peripheral blood showed 
no evidence of leukemia during a remission. At the time those 
patients were seen, bone marrow studies were not being done, 
so that we do not know what the marrow would have shown. 
Subsequently, the leukemic picture returned. Because of this, 
I think that it would be well to give a very guarded prognosis. 


The immature cells, found in the peripheral blood 
on both admissions and in the bone marrow initially 
and after death, were all similar. However, stem cells 
were predominant in the early phase, and large mono- 
cytic cells, many resembling reticuloendothelial cells, 
were predominant in the recurrent phase. Stem cells 
possessed large nuclei and one or more nucleoli; the 
cytoplasm was scanty and pale without granules. Other 
immature cells showed abundant cytoplasm in which 
fine azurophil granules could often be seen; the large 
nuclei frequently showed slight grooving or indentation 
and contained one or more prominent nucleoli. Peroxi- 
dase stains were consistently negative. 

The final diagnosis, based on clinical, cytologic and 
postmortem observations, was acute monocytic leukemia 
recurrent after a long remission. The case might have 
been classified as one of leukemic reticuloendotheliosis. 
The occurrence of so-called reticuloendothelial cells in 
leukemia is perhaps better understood if one accedes 
to the view of Wiseman,’ who recently discussed the 
relationship of leukemia to the reticuloendothelial sys- 
tem. He stated the belief that the reticuloendothelial 
system has blood as well as tissue components and that 
the monocyte is a derivative of the reticuloendothelial 
system. He stated that monocytic leukemia, therefore, 
may be regarded, fundamentally and in fact, as leukemic 
reticuloendotheliosis. 

In the case herein described rapid improvement 
followed spontaneous termination of eclamptic preg- 
nancy. We encountered no parallel case in the recent 
medical literature. The experience of others has been 
that the course of acute leukemia is not significantly 
altered by termination of pregnancy. Therefore, 
although it is intriguing to consider the possible rela- 
tionship of endocrine factors to the onset of remission 
in our case, such speculation seems valueless except 
as it may suggest a course for future investigation. A 
pronounced effect of estrogens on the bone marrow 


7. Wiseman, B. K.: Is Leukemia a Disease of the Reticulo-Endothelial 
System? Blood 867- 379 (Aug.) 1948. 
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and peripheral blood pictures of dogs has been 
reported,® and a definite increase in the incidence of 
leukemia in mice receiving estrogens has_ been 
observed.® Remarkably little information is available 
concerning endocrine influences on the morphologic 
aspect of the peripheral blood and bone marrow of 
human beings. 

Although remission in the case of Jackson and his 
co-workers * followed administration of adenylic acid, 
there was no response to its administration during the 
recurrence, and other patients with acute leukemia 
failed to show response to this therapy. Numerons 
other drugs, for example ascorbic acid,’° have been 
tried, with doubtful success, in the management of 
acute leukemia. Roentgen therapy is usually con- 
sidered contraindicated in these cases, and radioactive 
phosphorus appears to induce at best no more than 
temporary improvement in occasional cases. 

Haines,'' observing that a leukopenic phase fre- 
quently precedes the onset of remission in acute leu- 
kemia, theorized that administration of an agent toxic 
to leukocytes might artificially “set the stage’ for a 
remission. His attempt to accomplish this, using neo- 
prontosil® (disodium 4-sulfamido-phenyl-2-azo-7-acetyl- 
amino-1-hydroxy-naphthylene, 3,6-disulfonate), was 
unsuccessful. A similar effort was made in our case at 
the time of recurrence. After intravenous administra- 
tion of 9 millicurie equivalents of radioactive phos- 
phorus,’* the leukocyte count fell from a high level to 
nearly normal, but clinical improvement did not ensue. 

When aminopterin,® a folic acid antagonist, was 
administered intramuscularly to 16 children with acute 
leukemia by Farber, Diamond, Mercer, Sylvester and 
Wolff,’ remarkable clinical improvement was noted in 
10 cases. Leukocyte, erythrocyte and thrombocyte 
counts approached normal values. There was reces- 
sion, if present, of enlargements of spleen, liver and 
lymph nodes. There was a decided effect on the bone 
marrow, which showed changes that varied from a 
decrease in number to a disappearance of the leukemic 
cells. 

Thus, remissions induced with aminopterin® seem 
to be as dramatic as those which occur spontaneously. 
However, the aminopterin*-treated patients had not 
been followed long enough at the time of publication 
(June 3, 1948) of the preliminary report of Farber 
and his co-workers to determine whether or not remis- 
sions of longer than three months can be maintained. 
Unfortunately, the drug is rather toxic. The authors 
warn that their studies do not warrant the application 
of the term “cure” to any of the cases reported 


SUMMARY 


Acute leukemia in a 33 year old woman had its onset 
in the seventh month of gestation. Symptoms of 
eclampsia developed, and she prematurely delivered a 
nonviable infant which showed no evidence of leukemia 
at autopsy. After delivery, she improved rapidly and 
was in good health for twenty-one months, whereafter 
again the clinical and hematologic picture of acute 
leukemia developed and the patient died. 


8. Crafts, R. C.: The Effects of on the Bone Marrow of 
Adult Female Dogs, Blood 3: 276-285 wiry 1948. 
9. Gardner, W. V.; Kirschbaum, A., and Stron ymphoid 
Tumors in Mice Receiving Estrogens, Arch. Path. Fort 1- ” jan 1940. 
10. Plum, P., and Liv gay S.: Remission in Course of Acute Aleu- 
i i ed in o Cases yi Treatment with Cevitnanic 
f. laeger 1062. “1067 (Oct. 1936. 
Haines, D. J.: Acute Leukemia, J. M. Soc. 31: 430-432 
12. Radioactive phosphorus was obtained through Dr. Shields Warren. 
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During the remission, cytologic evidence of leukemia 
in the sternal marrow and in the peripheral blood 
disappeared. The administration of radioactive phos- 
phorus, in an attempt to induce a second remission, 
was followed by reduction in the leukocyte and throm- 
bocyte counts without clinical evidence of improvement. 

The foregoing case exemplifies a unique form ef 
acute leukemia which has been characterized by an 
acute febrile onset, frequent involvement of mucous 
membranes and less frequent splenomegaly and lymph- 
adenopathy. Initially, severe anemia, leukopenia and 
thrombocytopenia are observed. There follows a remis- 
sion, lasting as long as twenty-one months, character- 
ized by apparent restoration of health, by disappearance 
of demonstrable lymphadenopathy and splenomegaly 
and by return of the peripheral blood and bone mar- 
row pictures to normal or nearly normal. Suddenly, 
fever and other clinical manifestations of acute leukemia 
reappear ; lymphadenopathy and splenomegaly, if previ- 
ously present, return. The leukocyte count rises 
rapidly in most instances, and evidence of acute leu- 
kemia in the peripheral blood and the bone marrow is 
again apparent. Death ensues. 

Ideally, remissions induced by aminopterin® (4- 
aminopteroyl glutamic acid) or by other means should 
simulate the spontaneous ones described. 
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The difficulty of assessing the effectiveness of various 
forms of treatment for essential hypertension is due to 
several causes, of which the most important are the 
necessity for following each patient over a period of 
many years, the variability of the course of the disease 
in different patients and the lack of adequate statistics 
concerning the natural history of the disease in a series 
of patients large enough to include all possible varia- 
tions in duration and severity. In addition to these 
fundamental sources of difficulty, the task of carrying 
out an accurate follow-up study is further complicated 
by the large number of clinical manifestations of the 
disease which must be taken into account and the 
absence of completely satisfactory methods for measur- 
ing the severity of the damage done to each of the 
organs affected. ‘The net result of all these difficulties 


This project was undertaken by the Hypertension Committee of the 
Massachusetts General Hospital with the aid of a grant from the Life 
Insurance Medical ag Fund. 
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is reflected in the fact that various authors employ a 
wide variety of criteria of therapeutic benefit in essen- 
tial hypertension, without having arrived at general 
agreement as to the relative importance of each factor. 
For example, it is customary to evaluate the beneficial 
effect of treatment in terms of reduction in blood 
pressure, improvement in the status of the cardiac, 
renal and central nervous systems, favorable changes 
in the appearance of the ocular fundi, reduction of the 
severity of miscellaneous symptoms, such as headache, 
improvement in the patient’s capacity for physical 
activity and increase in life expectancy. While all these 
criteria are generally accepted as reasonable indexes 
of successful therapy, there is a surprising amount of 
disagreement as to the reliability of various methods 
which are used to assess the degree of improvement or 
deterioration which has occurred in each of the factors 
mentioned. For example, in evaluating the patient’s 
cardiac status, some authors attach great significance 
to changes in the size of the cardiac shadow on the 
roentgenogram of the chest and to certain changes in 
the T waves on the electrocardiogram, while other 
authorities consider these so-called objective observa- 
tions to be less reliable than the conclusions reached by 
the ordinary methods of history taking and physical 
examination. Equally divergent methods which have 
been used to evaluate the degree of blood pressure 
reduction produced by various forms of therapy will 
be discussed elsewhere in this report. 

In view of the large number of factors which must 
be taken into account in assessing the value of any 
type of treatment for essential hypertension, no single 
over-all index of therapeutic success has yet been 
devised, by means of which each patient can be cate- 
gorized as cured, improved, unchanged or worse. 
Therefore, until some such over-all index of therapeutic 
benefit is agreed on,-doctors will be forced to rely on 
separate assessments of each factor. This is far from 
being an ideal approach to the problem, but, if the 
assessments of individual factors are made as accurately 
as possible, the data obtained will eventually be suffi- 
cient to allow each observer to evaluate the results 
according to whatever system of weighting appears most 
reasonable in the light of his own experience. For 
example, we realize that some authorities are inclined 
to minimize the importance of mere reduction of blood 
pressure, and there are many who believe that it may 
actually be harmful to lower the blood pressure of 
certain hypertensive patients. However, as long as 
blood pressure reduction continues to be regarded as 
beneficial by most internists, and as long as sympathec- 
tomy is so often recommended to the patient as a means 
whereby this desirable result may be achieved, it is 
important that as much data as possible be published 
in order to determine the frequency and permanence 
of blood pressure reduction after sympathectomy. 
Because of limitation of time, this report will deal only 
with the specific question of the effect of sympathectomy 
on the blood pressure, but the follow-up study, from 
which the blood pressure data were obtained, was 
carried out on very broad lines, in order to obtain as 
much information as possible about all the other factors 
involved in a complete assessment of the value of the 
operation. 

CLINICAL MATERIAL 

During the period 1935-1947, approximately 400 
patients underwent sympathectomy for the treatment 
of hypertension on the public wards of the Massa- 
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chusetts General Hospital. In order to obtain a more 
homogeneous series for follow-up purposes, we decided 
to exclude from the study all patients who were not 
residents of the State of Massachusetts at the time of 
the operation. The application of this rule reduced the 
series to 292 patients, who may be divided into three 
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Fig. 1—Illustration of variations in the extent of average ganglion- 


ectomy during the years 1935 to 1947 at Massachusetts General Hospital. 
The black bars indicate male patients and the hatched bars female patients. 


groups according to the type of operation performed. 
The first group consists of 35 patients who were 
operated on by the supradiaphragmatic route during 
the years 1935-1938. The second group is composed 
of 223 patients who underwent sympathectomy by the 
Smithwick! lumbodorsal procedure between March 
1939 and May 1946. The third group consists of 34 
patients who were operated on by the surgical members 
of the Hypertension Committee * of the Massachusetts 
General Hospital from June 1946 to May 1947. The 
third group is still rather small, but its significance is 
likely to increase as the series grows, because it is made 
up of carefully selected patients who have been operated 
on by several different technics designed to give a more 
radical resection of the sympathetic trunk than the 
Smithwick operation. 

Figure 1 shows how the extent of the ganglionectomy 
has varied as a result of the three major changes of 
policy described, together with several minor modifica- 
tions of technic which have been introduced during the 
period covered by this study. The average ganglionec- 
tomy obtained with the supradiaphragmatic operation 
was from the tenth to the twelfth dorsal ganglion, but 
this was increased in both directions by the Smithwick 
technic so that the average ganglionectomy extended 
from the eighth or ninth dorsal to the first or second 
lumbar ganglion. The diagram shows that during the 
first five years of performance of the Smithwick opera- 
tion there was a tendency to increase the extent of the 


ganglionectomy in the lumbar area with a consequent _ 


reduction of the height of the dissection in the dorsal 
area. However, during the years 1944-1946, there 
was a reversal of this trend which eventually resulted 
in the adoption of a more or less standardized ganglion- 


1. Smithwick, R. H.: A Technique for Splanchnic Resection for 
Hypertension, Surgery 7: 1-8 (Jan.) 1940. 

2. The Hypertension Committee of the Massachusetts General Hospital 
was set up in May 1946 to take charge of the sympathectomy program 
when Dr. R. H. Smithwick left the Massachusetts Genera! Hospital to 
become Professor of Surgery at Boston University. The original surgical 
members of the group were Drs R. R. Linton, F. D. 
Simeone, W. H. Sweet, C. E. Welch and J. C. White. 
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ectomy extending from the eighth dorsal to the first 
lumbar ganglion. It will be noted, also, that even in 
the years when an effort was being made to extend 
the ganglionectomy in the lumbar region, the operations 
tended to be less extensive in this direction in the 
male patients in order to reduce the possibility of 
damage to the ejaculatory function. The last entry 
in figure 1 shows the increased extent of the average 
ganglionectomy performed in the first year, during 
which the more radical operations were performed by 
members of the hypertension committee. Although the 
average ganglionectomy of the sixth dorsal to the 
second lumbar ganglion was only slightly more exten- 
sive than that produced by the Smithwick technic, 
several operations extended from as high as the second 
or third dorsal to as low as the second or third lumbar 
ganglon. We have stressed these differences in the 
extensiveness of the ganglionectomy because one of the 
important objectives of this study is to determine 
whether the more radical operations will produce a large 
enough improvement in therapeutic effectiveness to 
offset any increase in morbidity which may occur. 
Many other features of the clinical material have 
been examined in detail, but the most striking result 
of these studies is the relative constancy of most of the 
characteristics of the group from year to year. For 
example, the ratio of female to male subjects in the 
whole series is 1.8 to 1, and this ratio was found to 
have remained constant within the range of statistically 
allowable error during the periods 1935-1938, 1939- 
1942, 1943-1946 and even in the small group of patients 
operated on by the more radical methods during 1947. 
Even more surprising, in view of the various methods 
of case selection which have been tried at different 
times, is the relative constancy of the average age of 
the patients operated on in each year. This is illus- 
trated in figure 2, in which it must be noted that the 
averages for many of the early years were based on 
relatively small numbers of patients, so that the agree- 
ment is all the more significant. For the series as a 
whole the average age of the 187 female patients was 
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Fig. 2.—Diagram of variation of average age of male and female 
tients who underwent sympathectomy in each year from 1935 to 1947. 
he black bars indicate male patients and the hatched bars female patients. 


39.6 years, and that of the 105 male patients was 40.2. 
The age distribution of all 292 patients is shown in 
figure 3, from which it is evident that the largest group 
was from 40 to 45 years of age and that 70 per cent 
of the patients were between 30 and 50 years of age. 
Of the remainder, 18 per cent were below 30 and 
12 per cent were above 50 years of age. 
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In the great majority of cases in the series the opera- 
tion was performed for essential hypertension, but there 
were a few patients in whom some form of secondary 
hypertension was present, for example, 4 cases of 
glomerulonephritis, 2 cases in which sympathectomy 
was combined with unilateral nephrectomy, 3 cases of 
coarctation of the aorta and 2 cases of pheochromocy- 
toma. These patients were studied as a matter of 
interest, but their data are not included in any results 
which refer specifically to essential hypertension. In 
several cases which were considered to be of essential 
hypertension, there was evidence suggestive of coex- 
istent pyelonephritis, but since it was difficult to be 
certain that the pyelonephritis had any etiologic sig- 
nificance, we have not excluded these cases from the 
classification of essential hypertension. Finally, it may 
be of interest to record that the incidence of papilledema 
in the various subdivisions of the series was 20 per cent 
in the 35 cases of the supradiaphragmatic series, 14 
per cent in the 223 cases with operation by the Smith- 
wick technic and 18 per cent in the 34 cases of the 
most recent series. 
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Fig. 3.—Diagram of age distribution of 292 patients who underwent 
sympat omy during the period 1935 to 1947. he vertical values show 
the number of cases, and the horizontal values indicate the age at the 
time of operation. 


METHOD OF STUDY 

The chief objective of the investigation was. to prepare a 
detailed analysis of all aspects of the case record of each 
patient and to supplement this as much as possible by obtaining 
additional information from the living patients by means of 
a personal follow-up. At the beginning of the study a list was 
made of all the questions about which data should be obtained, 
and these were classified into three main groups: clinical, 
biographic and statistical. The biographic section was respon- 
sible for reconstructing the patient’s home life, employment 
record and capacity for physical activity, in order to evaiuate 
the beneficial or detrimental effect of the operation on the 
patient as a person. The statistical section was responsible for 
verifying and recording all numerical data, such as the patient's 
birth date, age at operation, date of operation, extent of 
ganglionectomy and other similar information obtainable from 
the record. In this connection, the most important task of the 
statistical section was to prepare a list of all blood pressure 
readings recorded for each patient with notes on the date of 
each reading and the circumstances in which each reading 
was taken. In addition, because of the special importance of 
the problem, an independent project was carried on concur- 
rently by Dr. William P. Chapman in order to evaluate the 
effect of the operation on the symptom of headache. Although 
there was a certain amount of unavoidable overlapping, four 
independent analyses were made of each record in order that 
each of the four types of data could be summarized separately 
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and relatively free from other types of information. This 
system had the advantage of simplifying the task of trans- 
ferring the raw data to the comprehensive data sheets from 
which the final statistical analyses were made, but it also 
resulted in highly efficient utilization of personnel. The clinical 
data from each case were extracted by one of the authors 
and checked by another, the biographic material was handled 
by a professional social service worker,? and the statistical 
data by specially trained statistical clerks* who routinely 
double checked each protocol. Dr. Chapman was responsible 
for the fourth independent analysis, which summarized only 
information relevant to the problem of headache. 

The record summaries were completed on schedule ahead of 
the date of the patient’s appointment for personal follow-up 
study, so that discrepancies and omissions in the record could 
be clarified as much as possible during the patient’s interviews 
with the physician and social worker. It was a standing rule 
that the patient’s statements at the time of the follow-up 
interview, which were based on memory of events which took 
place several years previously, could not be used to over-rule 
statements recorded in the original case history at the time 
of their occurrence. However, we considered it justifiable to 
obtain certain data, such as the family history and the dates 
of pregnancies, operations and illnesses, which were not ade- 
quately covered in the original record. It was also considered 
safe to obtain certain important items of the personal history 
which were required to complete the biographic record. Addi- 
tional useful information was often obtained by writing to 
hospitals to which the patients had been admitted or to physi- 
cians from whom they had received medical care during the 
period covered by the study. Naturally, the patient’s statements, 
so far as they were in accord with the general trend revealed 
by recent entries in the record, were our main source of infor- 
mation regarding his general condition at the time of the 
follow-up interview. Occasionally, when the patient’s memory 
was impaired, an attempt was made to obtain more reliable 
information from relatives or friends who were asked to 
accompany the patient on the visit to the Hypertension Labora- 
tory or who were interviewed by the social service worker 
by the telephone. Additional information was sometimes 
obtained by making contact with the patient’s employer. 

During the early months of the project, while the system 
of record analysis was being developed, another member of 
the staff 5 was making an effort to trace each patient in the 
series, to obtain details concerning the time and manner of 
death in those who had not survived and to arrange a suitable 
date for each of the surviving patients to be studied in the 
Hypertension Laboratory. The appointments were made at 
the rate of 1 case per day, so that each patient spent approxi- 
mately eight hours in the laboratory, during which time the 
attention of all members of the staff was focused exclusively 
on him. In addition to the careful interviewing and history 
taking described, the follow-up study consisted of a complete 
physical examination, which included a standardized ophthal- 
moscopic grading of the ocular fundi.6 Routine laboratory 
tests included urinalysis, intravenous phenolsulfonphthalein test, 
examination of the chemical content of the blood, electrocardio- 
gram and roentgenogram of the chest. Physiologic studies 
consisted of an attempt to evaluate the completeness and perma- 
nence of the effect of the operation on certain autonomic | 
nervous functions, skin temperature measurements being used 
as an index of peripheral vasodilatation and electrical skin 
resistance measurements* as an index of sudomotor activity. 

The blood pressure of each patient was taken shortly after 
arrival under conditions simulating as closely as possible those 
which would exist on a routine clinic visit. Later in the 


3. Mrs. Jean Barkin Waldstein was loaned to the project for this 
purpose by Miss Josephine Barbour, Chief of the Social Service Depart- 
ment of the Massachusetts General Hospital. 

4. Miss Jean Emery, Miss Phyllis Hoffman and Miss Margaret 
O'Grady. 

5. Miss Mai, Butler. 

6. The ophthalmoscopic examinations were done by Dr. David Cogan, 
Howe Laboratory of Ophthalmology, Massachusetts Eye and Ear Infirmary. 


r. Cogan was the ophthalmologic consultant of the Hypertension Com- 
mittee, 


7. The skin temperature and skin resistance measurements were made 
by Miss Grace Lockwood. 
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morning the standard posture and cold blood pressure test * 
was performed, and thereafter throughout the remainder of 
the day the blood pressure was taken approximately once 
every hour at convenient intervals between various items of 
the follow-up program. The purpose of these frequent blood 
pressure readings was to provide an indication of the variability 
of the blood pressure, since some phases of the program caused 
mild anxiety in the patient, while other tests were performed 
after the patient had spent an hour in an air-conditioned room 
at a temperature which was either uncomfortably cold or 
pleasantly warm. 

In the majority of cases, the follow-up study was completed 
in the course of a single day without producing undue fatigue 
in the patient, but whenever a patient was unable to undergo 
all the tests in one day a second appointment was made to 
complete the study. 

At the time when the list of patients to be followed up was 
closed, the series consisted of 292 patients, of whom 219 were 
alive and 73 were dead. Of the 219 surviving patients, 210 
were willing to cooperate to the extent of coming to the 
laboratory for the follow-up examinations. Six patients who 
were too sick to come to the laboratory were studied as well 
as possible at home with the collaboration of their private 
physicians, while 2 patients could not be located and 1 was 
located but declined to cooperate. 


RESULTS 


Although our main interest, as far as the blood 


pressure data were concerned, was devoted to the long 
term results of the operation over a period of several 
years, an analysis was also made of the “immediate” 
results of the operation, as indicated by a comparison 
between the average blood pressure at the end of the 
first week in the hospital before the operation and the 
average pressure just before the patient was ready to 
be discharged from the hospital after the second stage. 
For this portion of the study, patients with postop- 
erative complications were not used, and only those 
records in which the blood pressure readings were 
entered regularly throughout the hospital stay were 
considered suitable. Patients who were operated on 
before the seventh day in the hospital and those who 
were discharged before the twelfth postoperative day 
were also excluded. With these restrictions, 114 cases 
were considered suitable for study; figure 4+ shows 
a comparison of the preoperative and postoperative 
blood pressures of these 114 patients in the form of 
a scattergram. On the left hand side of the graph 
are shown the preoperative systolic and diastolic blood 
pressures of each patient obtained by averaging all 
readings taken before the operation on the sixth, 
seventh and eighth days after admission to hospital and 
on the right hand side the corresponding pressures 
obtained by averaging all readings taken on the eighth, 
ninth, tenth, eleventh and twelfth days after the second 
stage. The systolic pressures are represented by black 
dots and the diastolic pressures by open circles. The 
average preoperative systolic blood pressures ranged 
from 120 to 245 mm., with an average of 177 mm., 
while the corresponding average postoperative systolic 
pressures ranged from 90 to 225 mm., with an average 
of 152 mm. In the case of the average diastolic pres- 
sures, the preoperative range was from 70 to 170 mm., 
with an average of 116 mm., while the postoperative 
range was from 65 to 135 mm., with an average of 
100 mm. The low preoperative readings obtained in 
such a large proportion of the patients is further 


8. Smithwick, R. H.: Surgical Treatment of Hypertension: The Effect 
of Radical (Lumbodorsal) Splanchnicectomy on the Hypertensive State 
of One Hundred and Fifty-Six Patients Followed One to Five Years, 
Arch. Surg. 49: 180-193 (Sept.) 1944. 
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evidence of the variability of the blood pressure even 
in patients with long-standing hypertension, since the 
blood pressures of these patients in the clinic or on 
admission to the hospital were usually high enough to 
justify performance of sympathectomy. While these 
figures have not proved of value in predicting the long 
term outcome of the operation, we feel that they are 
of interest because they show that the average reduction 
of the blood pressure taken while the patient is lying 
in bed in the hospital at the end of approximately ten 
days after lumbodorsal sympathectomy is only about 
25 mm. systolic and 16 mm. diastolic, in spite of the 
fact that in this early postoperative period there is 
almost invariably a drastic reduction of the standing 
blood pressure with symptoms of postural hypotension. 
This striking reduction of the blood pressure in the 
standing position usually tends to disappear gradually 
until it becomes barely noticeable at the end of the first 
postoperative year, except in a few patients in whom, 
for unknown reasons, a more or less permanent postural 
hypotension develops, which is always annoying and 
may, in extreme cases, be quite disabling. 

In dealing with the long term effect of the operation 
on the height of the blood pressure, we have found it 
convenient to plot all the available clinic blood pressure 
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Fig. 4.—-Scattergram to illustrate the differences between average pre- 
ative and postoperative pressures of 114 patients taken while 
the patients were in the hospital. The left hand scattergram is for the 
preoperative period, six to eight days after admission. he right hand 
scattergram is for the postoperative period, eight to twelve days after the 
second stage. 


data of each patient on a standardized chart in which 
the time scale is greatly compressed, so that it is pos- 
sible to obtain a panoramic view of the blood pressure 
fluctuations during the preoperative and postoperative 
periods. In all these graphs the systolic blood pressures 
are represented by black dots and the diastolic pressures 
by open circles. 

It has been our policy to enter on the blood pressure 
diagrams only those readings which are taken under 
so-called casual conditions, that is to say, in circum- 
stances such as usually prevail in the average outdoor 
clinic where blood pressure readings are made in the 
course of an ordinary physical examination, without 
any standardized preliminary period of rest. Since 
such casual blood pressures are taken about as often 
in the lying as in the sitting position, we have plotted 
on the same graph all blood pressures taken in either 
of these two positions. We are aware of certain advan- 
tages which have been claimed for blood pressures 
taken under more or less “basal” conditions, but since 
the variability of blood pressure readings cannot be 
abolished by any type of environment known to us, we 
believe that accurate statistics can only be obtained 
when a relatively large number of individual blood 
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pressure readings are available for analysis no matter 
what conditions may have prevailed when the readings 
were made. This point has been adequately stressed 
by Ayman,’ who recommended that the desired fre- 
quency of blood pressure readings be obtained by teach- 
ing the patient, or members of his family, to take blood 
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Fig. 5.—Variations in blood pressure of a woman who received medical 
Pons Aner for ten years, from age 34 through age 43. 


pressure readings twice a day over periods of months or 
years. We recognize the value of this so-called “home” 
blood pressure method, but on account of the immense 
administrative difficulties involved in its large scale 
application over a period of ten or more years, it is 
unlikely to become accepted as a routine method of 
studying the effect of sympathectomy on the blood 
pressure. In any event, no such data were available 
to us; we therefore tried to make the best possible 
analysis of the clinic blood pressure data, while fully 
realizing the variability of the conditions under which 
the blood pressure readings were made. We fee! that 
_ this lack of standardization is in some respects desirable, 
because a graph made from a relatively large number 
of readings obtained under such variable conditions 
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Fig. 6.—Variations in blood pressure of a woman who received medical 
treatment for nine years, from age 44 through age 52. 


tends to give a fairly accurate indication of the range 
of variation of the patient’s blood pressures under 
ordinary conditions of every day life outside the home. 


9. (a) Ayman, D., and Goldshine, A. D.: Blood Pressure Determina- 
tions by Patients with Essential Hypertension: The eg between 
Clinic and Home Readings before Treatment, Am. J. M. Sc. 200: 465- 
474 (Oct.) 1940; (b) Blood Pressure in with 
Essential Hypertension: Evaluation of Sympathectomy over a Three Year 
to Five Year Period, New England J. Med. 229: 799-811 (Nov. 25) 1943, 


SYMPATHECTOMY IN HYPERTENSION—EVELYN ET AL. 


ji A. M. A 
une 18, 1949 


Since an evaluation of the significance of any 
observed alteration in blood pressure can be made only 
in terms of the frequency with which similar variations 
may occur spontaneously in a medically treated patient, 
we have also analyzed clinic blood pressure data of 
patients who have not been subjected to sympathectomy, 
in order to obtain approximate statistics on the vari- 
ability which may be expected in “casual” blood pres- 
sure readings from day to day. Figures 5 and 6 are 
presented to illustrate the type of blood pressure varia- 
tions which are usually encountered in medically treated 
hypertensive patients. Figure 5 illustrates a common 
feature of such data, namely, the tendency of the blood 
pressure to be at a very high level on the first visit 
to the clinic, with subsequent reduction due to an early 
favorable response to medical treatment and with 
eventual stabilization at an intermediate level. How- 
ever, no matter how familiar the patient becomes with 
the environment of the clinie, the blood pressure level 
never becomes stabilized in the strict sense of the word, 
since what actually occurs is that the blood pressure 
as taken in the clinic continues to fluctuate above and 
below the mean. In the average case, in which eight 
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Fig. 7.—Illustration of the successful result of a sympathectomy per- 
formed on a girl at the age of 16 years. The postoperative blood pressure 


had remained normal for nearly seven years. he horizontal row of 
figures shows preoperative (left) and postoperative (right) years. 


or ten clinic visits are made every year for several 
years, it is usual for the systolic pressure to vary over 
a range from 20 per cent above to 20 per cent below 
the average of all systolic readings recorded for the 
patient and for the diastolic pressure to vary about 
15 per cent above and below the average diastolic. 
These figures apply to the great majority of ambulatory 
hypertensive patients, although occasional patients in 
the advanced stages of the disease may show relatively 
“fixed” blood pressures. 

In presenting the results on patients who underwent 
sympathectomy, a series of diagrams is shown illustrat- 
ing some of the typical blood pressure responses which 
have been observed in this series. Each graph is con- 
densed to show the blood pressure readings for seven 
years before and seven years after the operation, which 
is represented by the double vertical line at the center 
of the graph. 

Figure 7 shows what we regard as an excellent 
response in a female patient who underwent sympathec- 
tomy at the age of 16 years. It will be noted that there 
is an adequate control period of nearly three years 
during which the patient made frequent visits to the 
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clinic, the average blood pressure during this time being 
about 155 systolic and 115 diastolic. After the opera- 
tion, however, throughout the seven years of observa- 
tion, the blood pressure remained within normal limits, 
the highest postoperative systolic and diastolic readings 
being lower than the lowest corresponding preoperative 
readings. The gap in the blood pressure data during 
the last three or four years is due to the fact that the 
patient did not attend our clinic during the course of 
the antenatal and postnatal periods of two success- 
ful pregnancies. 

Figure 8 is an example of a less satisfactory response 
in a 41 year old woman whose blood pressure was 
significantly reduced for six to seven years after the 
operation, although there was a slight indication of a 
tendency to higher levels during the seventh year. 
While the postoperative blood pressures in this patient 
were definitely not normal, there can be no: doubt of 
the significance of the reduction as compared with the 
preoperative levels. 

Figure 9 presents a somewhat similar, but even less 
favorable postoperative course in a 20 year old female 
patient who suffered from hypertension associated with 
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8.—A less successful result in a woman operated on at the age of 
41 years. The blood pressure had been significantly reduced for six years, 
although the postoperative blood pressures remained definitely above nor- 


mal. The horizontal figures show preoperative (left) and postoperative 
(right) years. 


long-standing pyelonephritis. It is difficult to state 
definitely that the pyelonephritis was the cause of the 
elevated blood pressure, but it seems probable that the 
recurrence of the pyelonephritis postoperatively may 
have been responsible for the progressive relapse during 
the fifth, sixth and seventh years. This case has been 
presented in order to illustrate the fact that hypertension 
associated with pyelonephritis is often favorably influ- 
enced by sympathectomy, even though the pyelone- 
phritis may persist or recur with eventual return of 
the blood pressure to its preoperative level. 

Figure 10 illustrates the case of a 49 year old man 
in whom the initial reduction of blood pressure was 
much smaller than in any of the 3 previous patients. 
In addition, the rate at which the postoperative blood 
pressures tended to return to the preoperative level 
was more rapid, so that a considerable degree of blood 
pressure relapse had occurred at the end of the fourth 
year. This is probably the commonest pattern of post- 


sympathectomy blood pressure behavior which we have 
observed in this series, namely, a significant reduction 
of blood pressure in the first year or two, followed by 
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a progressive increase toward the preoperative level. 
The frequency with which this pattern occurs provides 
a simple explanation of the gradual reduction of the 
percentage of favorable results which are obtained in 
a series of follow-up studies made at increasing intervats 
after sympathectomy, 
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Fig. 9.—Variations in blood pressure over a seven year postoperative 
period of a female patient suffering from hypertension and pyelonephritis 
who was operated on at the age of 20 years. The progressive tendency 
of the blood pressure to return to the preoperative level during the fifth, 
sixth and seventh years was associated with persistence of the pye- 
lonephritis. 


Another type of disappointing result which occurs 
fairly frequently is shown in figure 11. In this 54 
year old woman the operation produced little or no 
effect on the diastolic pressure even in the first post- 
operative year, although a slight reduction of systolic 
pressure persisted until the fourth year. The approx- 
imate average preoperative systolic pressure of 260 mm. 
was definitely higher than the average systolic pressure 
during the fourth postoperative year, which was about 
230 mm. In our system of grading, the diastolic pres- 
sure is given much more weight than the systolic; 
therefore, such a result is not considered a significant 
reduction of blood pressure. 
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Fig. 10.—Blood pressure record of a male operated on at the age of 49. 
chase was a brief period of postoperative reduction of blood pressure 
and tendency of the blood pressure to return to preoperative levels in a 
pos loa short time. The horizontal values indicate preoperative years 
(left) and postoperative years (right). 


Finally, there is a surprisingly large number of cases 
in which the operation appears to have had little or 
no effect on either systolic or diastolic pressure even 
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in the early stages of the postoperative period. In 
order to illustrate this disappointing type of result, 
figure 12 has been chosen, because it serves to empha- 
size two other important points. First, the fact that 
the patient was a 35 year old woman serves to show 
that the failures do not occur only in the older age 
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Fig. 11.—-Preoperative and postoperative blood pressure record in a 
woman operated on at the age of 54 years. There was no reduction in the 
average diastolic pressure, although the systolic pressure remained slightly 
reduced during the fourth postoperative year. The horizontal figures 
show preoperative years (left) and postoperative years (right). 


groups. The second important point is illustrated by 
the course of the preoperative blood pressures in this 
patient. It will be noted that the blood pressure on 
the first clinic visit was at the relatively high value 
of 230 systolic and 130 diastolic, but because of a 
division of medical opinion it was decided that the 
patient should continue with medical treatment. On 
this regimen the blood pressure fell considerably in 
the first few months, but was eventually stabilized at 
an average level of about 170 systolic and 115 diastolic 
during the next two years. At the end of this trial of 
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Fig. 12.—lIllustration of an unsuccessful result of sympathectomy in a 
woman operated on at the age of 35. The blood pressure on the patient's 
first visit to the clinic was very high, but it became stabilized at a much 
lower level after two years of medical therapy. The operation did not 
produce significant reduction of the blood pressure as judged by a com- 
parison of the readings in the fourth and fifth postoperative years with 
those in the last year before the operation. The horizontal row of figures 
indicates preoperative (left) and postoperative (right) years. 


medical therapy, the patient requested that a sympathec- 
tomy be performed, and her request was granted. The 
diagram shows that the operation caused only a slight 
transient reduction of blood pressure below the imme- 
diate preoperative level, although the postoperative 
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blood pressure levels would appear to be greatly reduced 
if they were compared with the readings obtained when 
the patient was first seen in the clinic. The record of 
this patient illustrates an extremely important precau- 
tion which must be taken if a reliable assessment is to 
be made of the significance of an apparent postsym- 
pathectomy blood pressure reduction. From the purely 
statistical point of view, it is most unfortunate that 
enthusiastic endorsement. of sympathectomy, in many 
cases by the patient or the referring physician, so often 
leads to the performance of the operation within a few 
weeks of the discovery of hypertension, so that no time 


is available for the accumulation of adequate preop- 


erative data. Although it is admitted that there are 
a few patients in whom the indication for sympathec- 
tomy may be regarded as urgent, there are few patients 
indeed for whom it would not be profitable to advise 
a year of conservative treatment, which would afford 
an opportunity to build up an adequate preoperative 
base line not only of the Mood pressure levels but also 
of other important clinical data. 

We selected the cases shown in figures 7 to 12 in 
order to illustrate some of the common types of post- 
sympathectomy blood pressure responses, and, in order 


s tatus of 100 Hypertensive Patients Five Years After 
5 ympathectomy* 
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* When this table was presented at the Ninety-Seventh Annual Session 
of the American Medical Association, only 78 ——— had completed 
their five year pH cme -up, but during the interval between the original 
presentation and the none of the manuscript e publication, the 
number inereased to ! 


to make as clear a demonstration as possible, we selected 
cases in which the preoperative and postoperative blood 
pressure data are adequate for statistical analysis. It 
must be emphasized, however, that such well docu- 
mented cases are unfortunately far from characteristic 
of the bulk of our material. Owing to the many depar- 
tures from the ideal conditions required for accurate 
statistical analysis which are unavoidable in every day 
clinical work, there are many cases in which deficiencies 
of preoperative and postoperative data make it neces- 
sary to introduce some degree of personal judgment 
in deciding the degree of significance to be attached to 
the recorded observations. We have tried to evaluate 
these cases as objectively as possible by basing the final 
judgment on the average of six independent assessments 
by six different physicians,’® of whom three were not 
familiar with the clinical observations in any of the 
cases. In the few cases in which there was uncertainty 
or disagreement, it was our invariable practice to 
resolve the controversy in favor of the operation. With 
these admissions of the imperfections of our data, we 
venture to present a brief summary of our conclusions, 
not in any sense as a final statistically valid solution 
of this much studied problem but merely as another 
approximate solution the chief merit of which is that 
it has been arrived at by a method not previously 
employed on such a large scale. 


10. Dr. William P. Chapman, Dr. R. H. McFarlane and Dr. Guy R. 
Turgeon assisted in this project. 
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Since the number of cases in the two other subdi- 
visions of the series is too small for accurate analysis, 
data are presented only on the 223 patients operated 
on by the Smithwick procedure. After eliminating 10 
patients operated on for conditions other than essential 
hypertension, 8 patients who on account of illness or 
other reasons were not adequately followed up and 
4 patients for whom the blood pressure data were 
entirely inadequate, we were left with a total of 201 
cases. In order to simplify the tables, we have taken 
the liberty of eliminating the last case in the series in 
order to obtain an even 200 cases. All of these 200 
cases have been followed up for at least two years 
and a few for as long as nine years. However, we have 
strong statistical objections to the practice of present- 
ing data based on varying follow-up periods, such as 
one to five years or five to ten years; therefore, we 
present the salient features of our data in a single table 
giving the status of the blood pressure of the first 100 
patients who reached the end of the fifth postoperative 
year. We believe that data derived from studies in 
which all patients are assessed at the same time after 
the operation are more easily understood than the 
results of studies in which the follow-up time is vari- 
able; therefore, even if a patient is known to have 
died in the sixth postoperative year he is listed in the 
fifth year table strictly according to his status at that 
time. Our reasons for selecting a follow-up period of 
five years are, first, that it is now a well established 
fact that the early favorable results of sympathectomy 
are to a large extent transitory, and, secondly, we 
believe that it is desirable to evaluate therapeutic suc- 
cess in a chronic disease such as hypertension in terms 
of a follow-up period of five years as is the general 
practice in the evaluation of the surgical therapy of 
certain forms of cancer. 

The table presents our evaluation of the degree of 
blood pressure reduction in 100 patients followed five 
years, the status of the blood pressure at the end of 
the period being listed under three headings as normal, 
significantly reduced and not significantly reduced, the 
word “significantly” having the meaning described in 
the text. There is also a separate listing for those 
patients who died before the end of the follow-up 
period ; 

In the table separate figures are shown for the male 
and the female patients because of the widespread 
interest in the difference in prognosis between the 
sexes. On the whole, the difference between the results 
for male and female patients is not striking, because 
the percentage of patients in the first two “favorable” 
categories, normal and significantly reduced, is 19 
per cent for males and 22 per cent for female patients, 
the percentage in the unfavorable categories being 81. 
per cent for males and 78 per cent for female patients. 
The only striking difference is the definite prepon- 
derance of dead among the male patients. In view 
of the interest in the importance of age as a factor 
in determining the outcome of the operation, we have 
calculated the average age at the time of operation of 
the patients in each of the four categories with the 
following results: normal, 34.8 years; significantly 
reduced, 39.3; not significantly reduced, 40.1, and 
dead, 38.9 years. While these figures do show a slight 
trend toward lower ages ior the patients with normal 
blood pressures, the significance of age as a determinant 
of prognosis in this series is not striking. 

Although it was not our original intention to present 
data in support of the hypothesis that the early favor- 
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able results of the operation are largely of a temporary 
nature, it may be of interest to compare the results 
of a two year follow-up of these 100 patients with the 
five year results already described. For this com- 
parison we have divided the series into the two 
categories used previously, namely, favorable and 
unfavorable, the former consisting of patients whose 
blood pressure was either normal or significantly 
reduced and the latter of those whose blood pressure 
was not significantly reduced together with those who 
had died before the end of the follow-up period. On 
this basis, the two year results were 41 per cent favor- 
able and 59 per cent unfavorable, while the five year 
results were 21 per cent favorable and 79 per cent 
unfavorable. The two year blood pressure status of 
patients 101-200 was rated 35 per cent favorable and 
65 per cent unfavorable, a result which is somewhat 
less satisfactory than that in the first 100 cases. 


COMMENT 


Most of the points of interest in connection with our 
methods of analyzing the preoperative and postopera- 
tive blood pressure readings of patients who underwent 
sympathectomy have been adequately discussed as they 
arose in the text. The principal remaining point of 
interest is in comparison of the results of this study 
with those of other published reports. Unfortunately, 
our material and methods differ considerably from 
those used by many other investigators’ who have 
published results of postsympathectomy follow - up 
studies. For example, this material consists of public 
patients only, while the patients studied by the authors 
quoted contain large percentages of private patients. 
Another important difference exists between the con- 
ditions under which the blood pressure readings used 
for follow-up comparison are made. For example, 
Smithwick "* relied on blood pressure readings taken 
under the closely controlled more or less basal condi- 
tions which prevail in his posture and cold test, while 
Peet and Isberg ‘*” used as a base line the average 
of several blood pressure readings taken under con- 
ditions which were not described in detail, but which 
were apparently not as standardized as those used by 
Smithwick. The method used by Poppen and Lem- 
mon !'¢ is the least controlled of the three, since they 
took as their preoperative base line a single reading 
obtained on the patient’s admission to the clinic or on 
the last visit before hospitalization. The home blood 
pressure system of Ayman * involves the recording of 
large numbers of readings taken twice daily by the 
patient or one of his relatives over long periods of 
time before and after the operation. This method has 
many points of merit, although the administrative dif- 
ficulties involved have prevented its widespread adop- 
tion. The use of repeated routine clinic blood pressure 
readings in our method bears little relation to any of 
the methods previously described; therefore, direct 
comparisons of data are almost impossible. 

On the whole our material and methods are most 
nearly comparable to those of Palmer,’* except that 
this author evaluated blood pressure reductions by 
means of a single criterion, according to which he clas- 


11. (0) Smithwick, R. H.: Surgical Treatment of Hypertension, Am. 
J. Med. 4: 744-759 (May) 1948; Continued Hypertension, Brit. M. 
-) 237- os “July 31) 1948. (This latter paper was published after this 
rt was read, but the delay involved in the preparation ¢ as manu- 
pc for publication allowed rer ee of the reference.) (b) Peet, M. M., 


Isberg, E. M.: The Sur 1 Treatment of vial Hyp tension, 
M. A. 130: 467-473 Feb 26) 1943. (c) 
mon, C.: Surgical Treatment of Hypertension, A. 134: 1 


(May 3) 1947, 
12. Palmer, R. S.: Hotes Evaluation of the Surgical Treatment of 
Hypertension, J. A. M. A. 134: 9-14 (May 3) 1947. 
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sified all patients with readings below 150 systolic and 
110 diastolic as “normal or near normal.” Although 
this method of grading differs greatly from ours in 
theory, it is probable that the patients graded “normal 
or near normal” by Dr. Palmer’s system will correspond 
fairly closely to those graded “normal” and “signifi- 
cantly reduced” by us. According to our results the 
number of patients in these two categories has decreased 
from 41 per cent at two years to 21 per cent at five 
years, a progressive reduction which is in general 
agreement with the trend indicated by four separate 
studies which have recently been summarized by 
Palmer.’* In these studies the percentage of patients 
“normal or near normal” fell from 69 per cent at the 
end of a follow-up period varying from a few months 
to two years, to 38 per cent at the end of one to four 
years and eventually to 24 per cent at the end of a 
follow-up period varying from three to six years. 
Allowing for the considerable differences in method, 
the agreement between our results and those published 
by Dr. Palmer are quite satisfactory ; indeed, we con- 
sider our results merely as independent confirmation 
of Dr. Palmer’s observations by a somewhat more 
elaborate method. 

Since the number of cases in this series is too small 
to make it authoritative on the basis of mere size, we 
feel that its only real significance is due to the fact 
that it is a review of the entire sympathectomy experi- 
ence of the ward services of a large teaching hospital 
during the thirteen years which have elapsed since the 
operation was first performed at the Massachusetts 
General Hospital. In spite of the great difficulty of 
matching one series of hypertensive patients against 
another with respect to all aspects of the disease. we 
believe that the patients in this series are a fairly 
accurate cross section of the type of patients who might 
be considered suitable candidates for sympathectomy 
in any other large teaching hospital. For this reason 
we believe that our data may be of value as a basis 
for comparison with the results at any other comparable 
institution as long as the same method of analysis is 
used. Similarly, as regards the future, we hope that 
the data presented in this report may be of value as 
a standard of reference by means of which the results 
of any new surgical technic can be compared against 
the results obtained by the regular Smithwick pro- 
cedure. In this connection, a word of caution may be 
in order, in view of the apparently discouraging trend 
of our results. While it cannot be denied that there 
is a disappointingly long list of dead patients and 
patients whose blood pressures returned to the pre- 
operative level, this should not be allowed to obscure 
the importance of the small percentage of excellent and 
good results. The genuineness of these results is 
beyond question, and it is most unlikely that any of 
them could have been produced by any other method 
of treatment now available. This fact alone makes it 
highly desirable that one should continue to regard 
sympathectomy as an important weapon in the thera- 
peutic armamentarium. At the same time workers 
must search for methods of improving the results of 
the operation, not only by means of better selection of 
cases but also by the development of improved tech- 
nical procedures. It is to be hoped that the results 
presented in this report, together with the clinical and 
physiologic data which will be published at the con- 
clusion of other phases of the parent project, may 
provide a few useful leads for future research. 


SYMPATHECTOMY IN HYPERTENSION—EVELYN ET AL. 
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SUMMARY 


A detailed analysis has been made of the records 
of all ward patients from the State of Massachusetts 
who underwent sympathectomy for the treatment of 
hypertension on the public services of the Massachusetts 
General Hospital during the period 1935-1947. In 
addition, personal follow-up studies have been made of 
98 per cent of the 219 surviving patients. The follow- 
up study was designed to summarize all information 
required for an assessment of the effectiveness of sym- 
pathectomy in the treatment of essential hypertension, 
but this report deals only with the effect of the opera- 


‘tion on blood pressure. Diagrams have been presented 


to illustrate some of the typical blood pressure responses 
to lumbodorsal sympathectomy, and data have been 
presented on the status of 100 patients who were fol- 
lowed for five years after the operation. The results 
indicate that at the end of five years the blood pressure 
had been reduced to normal in 8 per cent of the patients 
and that significant reductions, though not to normal, 
had occurred in an additional 13 per cent. The results 
in the remaining 79 per cent were unfavorable, since 
52 per cent of the patients had blood pressures which 
were not significantly lower than the preoperative 
levels and 27 per cent of the patients were dead. Com- 
parison of these results with those at the end of a two 
year follow-up shows that the results of sympathectomy 
tend to become less favorable as the length of the follow- 
up period increases. However, it seems certain that 
the results of sympathectomy in the most favorable 
cases are valuable enough to justify continued interest 
in methods which will improve the selection of cases 
and in the development of technics which will increase 
the effectiveness of the operation. 


ABSTRACT OF DISCUSSION 


Dr. Keitn S. Grimson, Durham, N. C.: Dr. Evelyn is to 
be congratulated on his careful analysis of results in the large 
series of patients treated by splanchnicectomy at Massachusetts 
General Hospital. Present confusion in the literature concerning 
results of sympathectomy is caused in part by multiplicity of 
operative technics and in part by variations in methods of 
classification of patients and of follow-up study. Because of 
the possibility of regeneration of sympathetic nerves and because 
of experimental evidence that splanchnicectomy does not prevent 
neurogenic hypertension, subtotal to total paravertebral sym- 
pathectomy was started eight years ago. A contrast of these 
results with those of splanchnicectomy may aid evaluation of 
Dr. Evelyn’s paper. Of 108 hypertensive patients, usually 
seriously ill, 2 died shortly after operation of respiratory arrest, 
1 of uremia and 1 with myocardial infarction. During a 
follow-up period of six months to eight years, 8 have died 
of sudden vascular accidents and 3 of other causes. Ninety-three 
patients are now living. Of these, supine blood pressure is now 
normal in 25, reduced but not normal in 44 and not reduced 
in 24. Each of the 93 patients has, however, subjective or 
objective evidence of improvement. A recent review of inter- 
pretable literature and of our own results indicated that, of 950 
splanchnicectomies reported by others, 47 per cent have main- 
tained some degree of lowering of supine blood pressure. Simi- 
larly, 41 per cent of our splanchnicectomies have maintained 
some lowering of pressure. Seventy-one per cent of the patients 
treated by complete or almost complete sympathectomy, which 
includes denervation of cardiac, cerebral and pulmonary vascu- 
lar beds as well as denervation of the splanchnicectomy areas, 
have maintained significant reduction of supine blood pressure. 
Although treatment with etamon® (tetraethylammonium chlo- 
ride), dibenamine® (N,N-dibenzyl beta-chloroethylamine hydro- 
chloride) and priscol® (2-benzyl-4,5-imidazoline hydrochloride) 
has failed to maintain medical total sympathectomies or to 
predict results of sympathectomy, it is hoped that some of the 
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many sympatholytic drugs now being developed and tried clin- 
ically may in the future succeed and eliminate the present 
frequent necessity for exceedingly uncomfortable operations. 

Dr. Geza bE Takats, Chicago: I think that this statistical 
study by Dr. Evelyn and his co-workers illustrates the neces- 
sity of revising our technics, possibly, and our selection of cases 
from time to time. I think that all groups interested in hyper- 
tension, particularly the surgical treatment of hypertension, 
are well aware that failures exist and all of us are trying to 
hammer at the causes of failure. The question arises, “Is one 
justified in saying that a patient with a blood pressure of 170 
systolic and 100 diastolic five years after operation is in a 
more favorable position than before the operation with that 
same blood pressure?” In other words, has a certain load been 
taken off his heart and kidneys? One other point I would like 
to make, which obviously cannot be brought out in this short 
time, is that it is certain that some patients ought to be 
excluded from operation. In the study by my co-workers and 
me in which the medical men, such as Dr. Gilbert, Dr. Fenn 
and Dr. Scupham, have participated, it has been our principle 
never to operate on a patient with sclerotic hypertension. A 
patient with a high systolic and comparatively low diastolic 
pressure does not benefit from a splanchnicectomy. In fact, it 
may do serious harm. The second point is that a patient with 
a comparatively low diastolic pressure, such as 100 or 110 mg. 
of mercury, should be observed and treated medically if effec- 
tive medical treatment is available. Sympathectomy should be 
considered only when the patient’s diastolic pressure suddenly 
begins to rise, and rises 30, 40 or 50 mm. of mercury within 
a few months, not to cure the hypertension but to arrest or 
prevent the malignant phase. One other point concerns the 
immediate poor response to splanchnicectomy as shown in one 
of Dr. Evelyn’s charts. This does not mean that at a later 
date the reduction of blood pressure cannot be obtained. Dr. 
Poppen of Boston has published such records. I have seen this 
type and am beginning to feel that this perhaps is the same 
type which Dr. Schroeder mentioned—these are the patients 
exhibiting a chronic renal factor, and their immediate response 
to sympathectomy has been very poor. However, a delayed 
response may occur from three to six months later, indicating 
that splanchnicectomy, perhaps by some means which we do 
not understand, may slowly affect the pituitary-cortico-adrenal 
mechanism. 


Dr. Davip AYMAN, Boston: I am sure that you are all 
surprised to hear the results Dr. Evelyn has presented today, 
especially after reading the papers on sympathectomy reported 
in the past—first those reporting splanchnicectomy and then 
those after lumbodorsal sympathectomy. Something is obviously 
wrong. When my co-workers and I follow a patient with 
hypertension for several years, it is common to find that his 
blood pressure levels are lower than what they rise to when 
the patient enters the hospital for possible sympathectomy. The 
hospital frequently is far from home or from the patient’s local 
surroundings. If one reads papers on the subject of preopera- 
tive study, one finds that most studies are completed in a brief 
period, since it is not practical to keep many patients in the 
hospital for three or four months of observation. Actually, the 
preoperative study is done during a three to ten day period, 
and during that period there is no way that the investigator can 
remove the great preoperative tension while the preoperative 
tests are being done. During this brief period the patient is 
on edge; he knows that he is being considered for an operation 
that may result in his death, or at least failure to be cured. 
He is tense, and there is nothing one can do about it. As a 
result his blood pressure levels are at a higher than usual! level. 
During the weeks, months and years after operation the patient 
is in a relaxed state. What, therefore, should be considered 
the result of operation on the blood pressure? Should it be 
a comparison of the levels during the tense three to ten day 
period of preoperative hospital study? Should it be the period 
representing months or years of observation by the family 
doctor before the patient’s entry into the hospital? It is 
clearly stated in the reports on sympathectomy that the level 
in the horizontal resting position done during the entrance to the 
hospital is the level to use for comparison with the relaxed 
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periods in later years. Such criteria give the tremendous change 
in blood pressure between the level during the brief tense 
preoperative state and the relaxed postoperative state. Actually, 
the relaxed state months before operation should be the correct 
one to use for the upper preoperative levels of blood pressure. 
On the other hand, surgeons have perhaps often not given 
themselves enough credit. I have a chart which shows the 
readings in the office as well as those taken daily at 
home by the patient’s husband, indicating that during the 
seven month period of observation there is a distinct difference 
between the home readings and the much higher ones taken 
at the office. Therefore, as many of you have known, and as 
Dr. de Takats mentioned, there may be an improvement in 
the patient’s heart size, cardiograms and fundi after operation 
without the improvement in the blood pressure readings in the 
office or clinic. Yet, in such cases the home readings may 
be remarkably improved. In such cases the home readings 
immediately rise when the patient returns to the doctor for 
a checkup, because this pressor reaction to the doctor or hos- 
pital cannot be removed by repetition, acquaintance with the 
doctor or any other such method. Therefore, many hypertensive 
patients have been benefited by therapy of many kinds which 
is not recognized unless one uses this sort of home blood 
pressure technic that we have used the past ten years at the 
Hypertension Clinic of the Beth Israel Hospital. I think that, 
as has been mentioned, until certain standards of evaluation, 
care and severity of disease are evolved, there will be no 
progress in the statistical determination of the results of 
sympathectomy. However, there is no doubt that sympathec- 
tomy has a place in the therapy of hypertension. 

Dr. Max M. Peet, Ann Arbor, Mich.: It is gratifying to 
me to hear this much needed, careful and unbiased study of 
Dr. Evelyn’s, since my especial interest lies in the field of 
surgical treatment of hypertension and, therefore, I have been 
exposed to all types of criticism of the procedure. I was 
exceedingly pleased with Dr. Evelyn’s outline of the essential 
studies for proper evaluation of the preoperative status and 
postoperative results of splanchnicectomy, since it represents 
exactly the same program of preoperative and postoperative 
analysis of cases which my co-workers and I have used since 
1933. Each case has been carefully studied with particular 
reference to cardiovascular-renal status as well as general 
physical condition. All studies have been carried out by 
unbiased independent workers in the separate specialties con- 
cerned with the problem of hypertension. Cyrus Sturgis’ 
Department of Internal Medicine and its subsection of cardi- 
ology, headed by F. N. Wilson and his associates, F. D. 
Johnston and Paul Barker, have evaluated the general physical 
and cardiac status in each case. Eyeground changes and renal 
function have been evaluated by individual, unbiased workers 
in the departments of ophthalmology and urology. All studies 
have been reevaluated at yearly intervals since the work was 
begun by these groups independent of the surgeon. This forms 
the background for all of our published work pertaining to 
the surgical treatment of hypertension. Years ago I pointed 
out the need for a common denominator with which to evaluate 
all surgical approaches to the problems of the hypertensive 
state. Dr. Ward Woods, formerly of my staff, attempted such 
liaison with other groups without success. I wish to make 
one minor correction. The supradiaphragmatic splanchnicec- 
tomy which we developed and have been using regularly on 
hypertensive patients since 1933 was a little more than simply 
removing the tenth, eleventh and twelfth thoracic sympathetic 
ganglions. At first we removed only that number of ganglions 
and a long strip of the greater splanchnic nerves, but very 
shortly we included the ninth and many times the eighth, 
and for several years now I have frequently gone as high as 
the fifth or sixth thoracic ganglion and sometimes much higher. 
We have not seen any remarkable difference in our final 
results in patients in whom we have done a more extensive 
sympathectomy. It is my hope that this careful‘ study of Dr. 
Evelyn’s will stimulate the acceptance of such a common 
denominator by all workers. I am particularly pleased that 
his unbiased conclusions are based exactly on the same type 
of study which we have utilized for the past fifteen years. 
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Dr. Kennetn A. Evetyn, Montreal, Canada: I was trying 
to call attention to the need of a certain change in the philo- 
sophic approach to the problem of the evaluation of evidence 
and not to make any criticism of any individual method of 
going about it. As long as one can present data which are 
in fact in conflict with what has been said by others and, by 
making every effort to keep it at a purely scientific level, 
have the point accepted that one is not casting any aspersions 
on any one method, then I feel that this may plant some seed 
for the joint acceptance of a completely objective method of 
appraisal not only of this operation but of many other forms 
of therapy. 


THE CONTACT LENS PROBLEM 


CONRAD BERENS, M.D. 
New York 


The American Committee on Optics and Visual 
Physiology’ has been interested in the contact lens 
problem for some time and authorized the investigation 
which is the basis for this report. This committee is 
composed of ophthalmologists from the Section on 
Ophthalmology of the American Medical Association, 
the American Ophthalmological Society, the American 
Academy of Ophthalmology and Otolaryngology, and 
the Association for Research in Ophthalmology. 

Contact lenses were first suggested by Sir John 
F. W. Herschel, a British astronomer, in 1827. How- 
ever, it was not until the latter part of the nineteenth 
century that wearable lenses were made chiefly by the 
Zeiss Optical Company in Jena, Germany. These lenses 
were used primarily for pathologic conditions which 
could not be corrected by spectacles. 

During the last few years considerable progress in 
the manufacturing and fitting of contact lenses has 
taken place in the United States. Not only are con- 
tact lenses now used for conditions which spectacle 
lenses will not correct, but many persons wear these 
lenses for cosmetic reasons, as well as for safety in 
certain sports and occupations. Nevertheless, despite 
the recent avalanche of commercial advertising, contact 
lenses will not take the place of spectacles in most 
cases in which ordinary eye glasses give serviceable 
vision. In these cases contact lenses may be a useful 
adjunct to spectacles, but they do not enable most per- 
sons to discard their glasses completely. 

Most ophthalmologists believe that the increased 
sales of contact lenses by lay persons, not properly 
licensed by state laws to care for ocular conditions, is 
dangerous to the public. Sensational advertising in the 
past few years has resulted in luring many persons into 
spending thousands of dollars in the hope of throwing 
away’ their glasses. The largest group of aspiring 
contact lens wearers are those who have a psychologic 
aversion to wearing spectacles. Modern practitioners 
realize the importance of this mental attitude. Some 
individual feeling of inferiority is undoubtedly accentu- 
ated by the need to wear spectacles. For such persons 
contact lenses may be a great boon. However, the 
public should not be oversold on the use of contact 
lenses. Some manufacturers of contact lenses and cer- 
tain practitioners have misused the public vanity 
through advertising unwarranted claims for their prod- 
ucts and their services. 


1. The American Committee on Optics and Visual Physiology is com- 
prised of the following members: Drs. Thomas D. Allen, S. Judd Beach, 

onrad Berens, Frederick C. Cordes, Alfred Cowan, Henry A. Imus, 
Walter B. Lancaster (chairman), Kenneth N. Ogle, Lawrence T. Post, 
Avery D. Prangen, Richard G. Scobee, Kenneth é Swan. 
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It was for these reasons that the American Com- 
mittee on Optics and Visual Physiology determined to 
carry out an investigation of the contact lens situation. 
A questionnaire was sent out to 2,000 certified spe- 
cialists of the American Board of Ophthalmology ask- 
ing for a report from experience and observation on the 
following points: 


— 


. Bad results in the fitting of contact lenses 
Unusual cases - 

. Complaints or suggestions concerning the practice of fitting 
contact lenses 

The best method—(a) molded plastic, (b) Feincone, (c) 
trial or test plastic sets—for fitting from the point of view 
of (1) ease of fitting, (2) comfort of the patient and 
(3) expense to the patient 


wh 


> 


In response to this questionnaire, 575 ophthalmolo- 
gists replied. Of this number 75 answered by letter, 
giving much more information than the space on the 
questionnaire card permitted. A summary of their 
comments follows: 

Out of the group of 575 physicians, 162 have had no 
experience with contact lenses, or so little that they had 
no comments to offer, 373 prefer the molded plastic 
technic, 22 use the Feincone technic and 18 the trial 
or test plastic sets. 

Many doctors prefer to have technicians fit the 
lenses, and several specifically mentioned the Obrig- 
trained technicians as being very satisfactory. On the 
other hand, an equal number of ophthalmologists 
believe that most of the bad results from contact lenses 
are caused by placing the fitting of the lenses into the 
hand of unskilled technicians and that a patient should 
not be entrusted to a technician except under the direct. 
supervision of the ophthalmologist. Several reported 
having seen corneal abrasions, corneal ulcers and: even 
the loss of an eye resulting from clumsy technic. Some 
objected to the length of time required for fitting the 
lenses and gave that as the reason for not doing it 
themselves. 

The opinion was expressed frequently that success 
in the fitting of contact lenses depends to a large degree 
on the motivation of the patient. If the patient needs 
the contact lenses for optical or occupational reasons, 
he will put up with minor discomfort, but he is much 
less likely to do so when the lenses are prescribed for 
cosmetic purposes. Athletes, dancers and other patients 
who need protection from occupational hazard will 
endure a great deal more than those who wear the 
lenses for cosmetic purposes. 

Practically all agreed that the patients deriving the 
greatest benefit from contact lenses are those with kera- 
toconus. Others report success with patients having 
monocular aphakia, younger patients following cataract 
operations and those with high astigmatism and ani- 
ridia. Several unusual and interesting cases were 
reported—for example, a patient had a severe pyo- 
cyaneus ulcer of the cornea which caused complete 
scarring of the right cornea. 

Among the complaints concerning contact lenses, the 
most frequently mentioned by this group of physicians 
were the following: 

1. The limited time that most patients can tolerate wearing 

the lenses, 

2. The solution is unsatisfactory. More research work should 

be done to produce a better solution whereby foggy condi- 
tions might not develop so rapidly. 
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_ 3. Lenses are too expensive. 
4. Many patients who buy the lenses discard them because 
of dissatisfaction with them. 


Many suggestions were made for improving the 
contact lens situation, and the following represent the 
opinion of the majority of ophthalmologists : 

1. Ophthalmologists should learn more about contact lenses 
by courses given at association gatherings or by the estab- 
lishment of contact lens centers. 

2. Patients should be discouraged in attempting to wear 
contact lenses except for pathologic or occupational reasons. 

3. There is too much commercialism and exploitation by 
manufacturers, and this should be controlled. 


In general, it was agreed that the whole subject of 
contact lenses is still in a research period. 

Letters were also written to some of the leading men 
in the allied sciences, many of whom have made note- 
worthy contributions to the development of contact 
lenses, so that their opinions would contribute toward 
a well rounded picture. 

About this time a request from the National Better 
Business Bureau was referred to the committee asking 
for an expression of opinion regarding contact lens 
advertising. This request resulted from complaints 
received both by the National Better Business Bureau 
and some local Better Business Bureaus involving mis- 
understandings which have resulted from the advertis- 
ing of contact lenses. 


RECOM MENDATIONS 


Finally, from a conscientious study and evaluation 
of the contact lens situation as it exists in this country 
at the present time, the American Committee on Optics 
and Visual Physiology makes the following recom- 
mendations, which have been endorsed by its four 
participating societies : 

1. National and local ophthalmologic societies should regulate 
the prescribing of contact lenses and the dissemination to the 
public of information regarding contact lenses. 

2. The prescribing and/or the fitting of contact lenses by 
persons not properly licensed under state or national laws 
should be prohibited. 

3. Medical opinion should be secured in every case before 
contact lenses are prescribed. 

4. Ophthalmologists should establish standards for approving 
the fitness of technicians who wish to engage in fitting contact 
lenses. 

5. Competent impartial research should be initiated toward 
the solution of unsolved problems concerning contact lenses. 
The main problem at the present time, provided that the fitting 
of the lenses is correct, is that of hazy or cloudy vision. Blur- 
ring of vision occurs inevitably after wearing a contact lens 
for some hours because of the altered metabolism of the cornea. 

6. The public should be warned against those who advertise 
the superiority of their services or of any particular type of 
contact lenses. It should be pointed out that the public should 
not patronize such advertisers because competent professional 
practitioners do not resort to commercial advertising. 


The ethical practice of medicine and high profes- 
sional standards do not mix with self aggrandizement 
or advertising in any form; the organized medi- 
cal profession in the country (The American Medical 
Association) does everything in its power to enforce 
the rules of professional conduct through the boards 
of censors in the county and state medical societies. 
The public should be more fully informed of these facts. 
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Clinical Notes, Suggestions and 
New Instruments 


ANTIHISTAMINE THERAPY OF BEE STINGS 


WILLIAM THEODORE STRAUSS, M.D. 
Upper Montclair, N. J. 


The stings of members of the genus Hymenoptera, which 
includes bees, wasps and ants, produce harmful effects on 
human beings ranging from slight local pain or discomfort 
to a shocklike syndrome or even sudden death. Until a com- 
paratively few years ago it was thought that the effects were 
purely toxic in character, but more recent investigations have 
indicated that an allergic factor may be involved in some 
instances at least. 


STINGING MECHANISM OF THE BEE 

The common honey bee, Apis mellifica, has an anatomic 
structure which is especially adapted for stinging. The venom 
glands are found only in the female and are situated under 
the last few abdominal segments between the uterus and 
the rectum. There are two types of glands, one being a larger, 
long tubular structure having an acid secretion derived from 
polygonal cells, each with a chitinous tube discharging directly 
into the main lumen. The other type of gland is also tubular, 
but somewhat shorter, and produces an alkaline secretion. 
These two secretions are mixed and injected into the tissues 
of the recipient (man) through a hollow barbed lancet. The 
average dose of venom received during a “sting” is about 
0.3 cc. 

NATURE OF VENOM 

The honey bee produces a venom which is a clear colorless 
fluid, acid to litmus, and giving a protein reaction. The poison- 
ous properties of the venom are destroyed by common oxidizing 
agents, digestion with pepsin, trypsin or papain, or precipitation 
by alcohol or ammonium hydroxide. Heat at 150 C. also 
inactivates these characteristics. 

The chemical nature of the poison is not clearly understood. 
Langer! collected the venom from 12,000 bees and after 
careful analysis concluded that the active element was a basic 
alkaloid which is soluble in certain acids. The formic acid 
in bee venom, often believed to be the principal factor causing 
the reaction in man, is present in only small amounts. Actually 
it is said by experts not to be responsible for any of the 
phenomena of bee stings. It is thought to be an antiseptic 
to insure the keeping qualities of honey, each working bee 
injecting a dose of venom into the honey cell before it is 
closed. ; 

Phisalix-Picot 2 stated the opinion that there are three con- 
stituents of bee venom: 

1. An inflammation-producing substance, the results of which 
are seen usually in human bee stings. It is destroyed by 
temperature of 100 C. for 15 minutes and does not pass through 
a Berkefeld filter. 

2. A convulsant poison which is destroyed by temperature 
of 100 C. for 30 minutes and likewise does not pass through 
a Berkefeld filter. 

3. A stupefying and paralyzing poison which resists inacti- 
vation by 100 C. heat and passes in part through the Berkenfeld 
filter. 

The acid poison gland probably produces the inflammation- 
producing and the stupefying substances, while the alkaline 
gland gives rise to the convulsant factor. 


SIGNS AND SYMPTOMS OF HUMAN BEE STINGS 
Personal idiosyncrasy is to some extent responsible for the 
degree of severity of a bee sting. For example, some persons 
can be stung eight or more times at once with no more conse- 
quence than the development of a few small painless papules. 


1. Langer, J.: Ueber das Gift unserer Honigbiene, Arch. f. exper. 
Path. u. Pharmakol. 38: 381, 1896-1897. 

2. Phisalix-Picot, M.: Animaux venimeux et venins, Paris, Masson & 
Co., 1922, vol. 1, pp. 359-431. 
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It is possible that the phenomenon of desensitization enters 
into the picture as will be -noted later. On the other hand, 
there are cases on record in which a person received a single 
sting and died within a few minutes. 

The commoner symptoms of a bee sting include local pain 
of varying intensity, urticaria and other cutaneous eruptions 
which are suggestive of a local release of histamine. Less 
frequently occurring symptoms are motor weakness, areas of 
anesthesia, headache, muscle spasm, dyspnea, ocular paralysis, 
abdominal cramps, convulsions and a shocklike syndrome. 


ALLERGIC FACTOR IN BEE STINGS 

It is now generally believed that allergy plays some role 
in the human response to bee stings. Probably extreme reac- 
tivity is an acquired condition.’ Since it is known that bee 
venom is protein in nature, it is not surprising that it can act 
as an antigen. Numerous attempts have been made to desen- 
sitize human beings by inoculation with gradually increasing 
doses of either the venom itself or an extract of the whole 
bee. Success has been reported by Benson,? Braun‘? and 
Fisher.® 

A particularly important consideration is the listamine-like 
action which has been ascribed to bee venom.® Benson and 
Semenov ? found that 1 part of bee venom in 100,000 parts of 
isotonic sodium chloride solution produced a distinct histamine- 
like response in a strip of virgin guinea pig uterine muscle. 


TREATMENT 

Until recently the immediate symptomatic treatment of a 
bee sting was directed toward the local application of any 
alkali, such as a weak solution of household ammonia or wash- 
ing soda. Mud packs are still frequently used, the rationale 
being obscure. The severer symptoms may be counteracted 
sometimes by injections of caffeine, epinephrine or nikethamide. 

Because of the probable presence of histamine in bee venom 
and because of the close resemblance of the symptoms to those 
induced by histamine, I tested th effectiveness of thephorin,® 
an antihistamine of proved e in allergic disorders.® 

Chemically, thephorin® is phenyl-2,3,4,9-tetra- 
hydro-l-pyridindene hydrogen It is distinguished 
clinically by a remarkably low jiicidence of side effects. In 
particular, drowsiness, so common with other antihistamines, 
is said to occur in less than 3 per cent of patients. 

Thephorin® was employed by me in the form of a 5 per cent 
ointment.? In each of the 8 cases (including several of ant 
bites) the ointment was applied liberally at the site of the 
sting as soon as the patient came to Our attention, usually 
within a few minutes after the sting occur Gentle massage 
was used to decrease the time of absorptie 

In every instance the intense pain and stinging sensation 
was relieved within one or two minutes. One patient stated 


3. Benson, R. L.: Diagnosis of Rypemaneiivenags to the Bee and to 
the Mosquito, with Report on Successtul Specific Treatment, Arch. Int. 
Med. 64: 1306 (Dec.) 1939. 

4. Braun, L. I. B.: Notes on Desensitization of a Patient og eRe 
tive to Bee Stings, South African M. Rec. 23: 408 (Sept. 26) 1925. 

5. Fisher, D. C.: Hypersensitivity to Bees Successfully Treated with 
Whole ao Extract: Case Report, J. Allergy 5:519 (July) 1934. 

, . G.: Chemical Pathology, ed. 5, Philadelphia, W. B. Saun- 
ders Fiona "1925. Marcov, I.; Derevici, A., and Derevici, M.: Distri- 
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Thephorin: A New Antik lilinois MM. J. 93: 314 (June) 1948. 
Cohen, E. B.; Davis, H. P., and Mowry, W. A.: Thephorin in Allergy: 
A Study of Two Hundred and Ninety-Two é. Am. J. Med. 5: 44 
(July) 1948. Boyd, L. J.; Weissberg, J., and McGavack, T. H.: Toler- 
ance Studies of the Antihistamine Drug Thephorin, New York State J. 
Med. 48: 1596 (July 15) 1948. Frank, R.. Study of a New Histamine 
Antagonist Metbyl-9-Pheny]l-2 
Tartrate), Ann. Allergy @: 398 ‘Jul y-Aug.) 1948. ‘'+~~y H. 

Role of Thephorin ia Allergic Sleordeen. New York State J. Med. 48: 
1947 (Sept. 1) 1948 
9. Supplied by Hoffmann-La Roche, Inc., Nutley, N. J. 


OF BEE STINGS—STRAUSS A. 
that the pain seemed to “melt away.” The majority of patients 
did not have any local swelling, a factor which in itself tends 
to indicate a true antihistaminic action of the drug. No secon- 
dary effects, such as nausea, headache and muscle weakness, 
were observed. 

REPORT OF A CASE 

One particularly interesting case is presented in some detail : 

T. S., a 5 year old boy, accidentally walked into a swarm 
of bees. He was attacked by the insects and received seven 
individual stings, four on the right leg just above the ankle 
and the remaining three around the left ankle. 

Within a few minutes thephorin® ointment was applied to 
the lesions and the surrounding area of skin. The cries of the 
child subsided in less than one minute, and he stated that all 
of the pain had disappeared. A short time later, while at play 
in the same area, he received another sting on the left thigh. 
The pain of this lesion also responded rapidly to treatment 
with thephorin® ointment. No swelling whatsover was observed, 
and the only evidences of the stings were minute, pinpoint areas 
of petechial hemorrhage at the sites of the actual stings. These 
disappeared after seventy-two hours. 


COMMENT 


The symptomatic treatment of insect bites has been unsatis- 
factory in the past. The most popular medication has been 
weak alkali, probably based on the misconception that the 
formic acid in the venom produced the symptoms. My success- 
ful use of thephorin® ointment, an antihistaminft preparation, 
is based on the theory that histamine, known to be present 
in the venom of certain insects, produces many of the commoner 
immediate symptoms of a sting. The mere fact that relief was 
obtained so rapidly lends credence to this concept. 

Personal communications from colleagues indicate that the- 
phorin® ointment may also be valuable in alleviating the intense 
pain associated with “bites” of hornets, wasps, mosquitoes and 
ants. Here, too, the nature of the lesions and their rapid 
response to thephorin® indicates that histamine is a major 
causative factor. 

SUMMARY AND CONCLUSIONS 

The nature of bee stings is reviewed. 

Thephorin® ointment (2-methyl-9-phenyl-2,3,4,9-tetrahydro-1- 
pyridindene hydrogen tartrate) was employed in a group of 
patients who were stung by bees or other insects. Relief of 
pain was almost immediate, and swelling of the affected part 
rarely occurred. No side effects of any kind were observed. 

In my opinion there is no longer any place for outmoded 
forms of therapy for insect bites and stings. A locally applied 
antihistamine, thephorin® ointment, may be used to advantage 
in all such instances when it is suspected that a liberation of 
histamine is a factor in the causation of symptoms. 


8 Chester Road. 


Dissecting Aneurysm.—The important clinical feature to 
recognize is the dramatic suddenness of the onset of the pain 
and its initial overwhelming severity. Tearing, stabbing, chok- 
ing pain strikes the patient usually across the chest and arms, 
but may spread to the back and down the abdomen to the labia 
or testicles, later to thé legs. It may be intermittent and dis- 
appear gradually, to recur in subsequent attacks at lower levels 
as the dissection extends. Unlike the pain of cardiac infarction 
it is singularly maximal at its onset; a sense of constriction is 
unusual, hypertension is invariably present, and the dissection 
commonly begins during an act of physical exertion or sudden 
emotional strain. Severe pain in the back or spine indicates 
splitting up of the walls of the descending aorta, with rupture 
of the intercostal and lumbar arteries (Shennan, 1934). The 
dissection may obliterate the coeliac axis to cause infarction 
of the bowel, or the renal arteries may be involved.—Lovibond, 
J. L.: Extrathoracic Pain in Cardiovascular Disease, British 
Medical Journal, May 14, 1949, page 835. 
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Council on Pharmacy and Chemistry 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New 
and Nonofficial Remedies. A copy of the rules on which the 
Council bases its action will be sent on application. 


Austin Situ, M.D., Secretary. 


STARCH-DERIVATIVE DUSTING POWDER. — 
“Bio-Sorb”-Ethicon.—A biologically absorbable powder pre- 
pared from cornstarch by etherification with epichlorohydrin. 
The starch polymer chains are presumably cross-linked by 
1,3-diether glycerine group to the extent of not more than 
2 per cent of the original starch weight. The starch derivative 
is mixed with magnesium oxide, 2 per cent, and small residual 
amounts of sodium sulfate and sodium chloride. 


Actions and Uses.—Starch derivative dusting powder is a 
light dusting powder suitable for use as a lubricant for the 
hands in donning rubber gloves and for other uses to which 
talcum powder is ordinarily applicable in general hospital 
routines. As a substitute for ordinary powdered talc, it has 
been shown to have the advantage of biologic absorbability 
and is thus comparatively nonirritating and nontoxic. Its use 
therefore avoids the known hazards of talcum powder. 

Starch derivative dusting powder should be autoclaved for 
the purpose of sterilization. Slight clumping which occurs 
after repeated autoclaving may be readily broken up with 
moderate pressure. Dry wall heat sterilization is not recom- 
mended for adaestateaee reasons and should be avoided because 
of the possible inflammability of the powder. However, even 
in contact with red hot cautery, the powder will flash only to 
about the same degree as cotton, so that this property is not 
considered to constitute a hazard to its use in surgery. 


Dosage.—An amount just sufficient to lubricate the skin or 
article for which a dusting powder is indicated should be 
employed in the same manner as for the use of ordinary tak. 

Tests and Standards.— 


Starch-derivative dusting powder is an odorless, white powder. The 
pu of a 10 per cent ? pag of starch-derivative dusting powder in 
distilled water 1s 10.4-10 

Determine the particle- “size distribution of starch-derivative dusting 
powder with Tyler screens of 60, 100 and 200 mesh: no more than 
0.1 per cent of starch-derivative dusting powder should be retained on 
the 60 mesh screen, no more than 3.0 per cent on the 100 mesh screen 
and no more than 8.0 per cent on the 200 mesh screen. 

Determine the amount of swelling of starch-derivative dusting powder 
in hot water as follows: Boil 100 cc. of a 10 per cent suspension of 
starch-derivative dusting powder in distilled water for 20 minutes, Pour 
the cooled suspension into a 100 cc. graduated cylinder, add water to the 
100 cc. mark and allow the graduate to stand, undisturbed, for 24 
hours: the settled starch-derivative dusting powder should occupy a 
volume of not more than 60 ce. 

Dry about 2 Gm. of starch-derivative dusting powder accurately 
weighe |, contained in a tared weighing dish of 40-50 mm. diameter, 
to constant weight at 105 C. (2 hours): the normal moisture content 
is 10 per cent, 

Char 1 Gm. of starch-derivative dusting powder, accurately weighed, 
in a covered platinum crucible until most of the carbon is burned away 
(avoid igniting the sample). emove the cover and ignite the residue 
to constant weight: the ash does not exceed 3 per cent of the sample 
as receive 

Dissolve ‘the ash obtained in the ignition of starch-derivative dusting 
powder in a few cc. of diluted hydrochloric acid. Transfer the solution 
to a beaker and make it up to 100 ce. with distilled water. Add 20 ce. 
of ammonium phosphate, dibasic, T.S., then add strong ammonia solu- 
tion, dropwise, until the soiution is neutral to litmus, and finally add 
10 cc. excess. <Alluw the precipitate to settle 4 hours or overnight, 
filter the mixture through ashiess wee paper, and wash the precipitate 
with cold ammonium hydroxide (1 Transfer the precipitate to a 
tared crucible, ignite it to ehasione py rophosphate, and weigh. Each 
Gm, of magnesium pyrophosphate is equivalent to 0.3623 Gm. of mag- 
nesium oxide: the magnesium oxide content does not exceed 2 per cent 
of the sample weight. 

Place 1 Gm. of starch-derivative dusting powder, accurately p> 
in a 50 ce. crucible and fuse it with 5 Gm. of a 1:1 mixture of sodiu 
carbonate and potassium nitrate. Cool the crucible, leach the fused 
mass with water and transfer the solution a beaker. any 
residue in a few cc. of nitric acid and a to the aqueous solution. 

ake the combined solution up to 150 ce. with distilled wale, filter if 
not clear, heat, and add 5 cc. of silver nitrate T.S. Allow the beaker 
to stand overnight in the dark. Filter the silver chloride onto a tared 
Gooch crucible, wash with dilute nitric acid (1; 1000) until the washings 
are free of silver, and then wash successively with small portions of 
water, alcohol and ether. Dry to constant weight at 100 C., and weigh. 
Run a blank on the fusion mixture and make the appropriate correctioas. 
Each Gm. of silver chloride is equivalent to 0.2473 Gm. of chloride: 
the chloride content does not exceed 0.2 per cent of the sample weight. 

BAY 1 Gm, of starch-derivative dusting powder, accurately weighed, 

a 50 cc. porcelain crucible and add 20 cc. of concentrated nitric acid 
yobh Bcod with bromine. Cover the crucible with a watch glass and allow 
it to stand for 1 hour. Then heat the crucible gently until all of the 
bromine has evaporated. Kemove the watch glass and rinse the adheri: g 
liquid into the crucible with a smail amount of distilled water. Evapo- 
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rate the contents of the eit to Sareese on : steam bath. Cover the 
residue with 5 Gm. of a ure of um carbonate and potas- 
sium nitrate and fuse, tvs _— until the reaction is complete. 
Break up the fused mass and transfer it to a beaker with the aid of a 
stream of distilled water, and then add 5 cc. of concentrated hydro- 
chloric acid. Make the solution up to 200 cc. with distilled water. 
Filter the solution if it is not clear, heat it to boiling, and add, dropwise 
and with constant stirring, 10 cc. of hot barium chloride T.S. Allow 

the beaker to stand overnight. Filter the barium sulfate formed onto 
' tared Gooch crucible. Wash the precipitate with hot water, dry at 


0 for 20 minutes and ignite the crucible and contents to constant 
weight. Each Gm. of barium sulfate is equivalent to 0.4115 Gm. of 
sulfate: the sulfate content does not exceed 0.8 per cent of the sample 
weight 


ETHICON SutTuRE LAB’s., DIVISION OF JOHNSON & JOHN- 
SON, NEW BRUNSWICK, N. J. 


Bio-Sorb (Powder): 2.27 Kg. cans. 


U. S. trademark pending. 


ALUMINUM HYDROXIDE — N. R. (See New 
and Nonofficial Remedies 1948, p. 338). 

The following dosage forms have been accepted: 
WYETH, INCORPORATED, PHILADELPHIA 3 

Suspension Amphojel (Flavored): 180 cc. and 360 cc. 
bottles. An aqueous suspension containing the equivalent of 
3.6 to 4.4 per cent of aluminum hydroxide, 5 per cent glycerin, 
and not more than 0.5 per cent sodium benzoate. Flavored with 
oil of peppermint. 

Suspension Amphojel (Unflavored): 180 cc. and 360 cc. 
bottles. An aqueous suspension containing the equivalent of 
3.6 to 4.4 per cent of aluminum hydroxide, 5 per cent glycerin, 
and not more than 0.5 per cent sodium benzoate. 

Tablets Amphojel: 0.3 Gm. and 0.6 Gm. Each tablet con- 
tains the equivalent of 0.3 Gm. or 0.6 Gm. of aluminum 
hydroxide with excipients and flavoring agents. 

U. §. trademark 370,518. 


METHADONE HYDROCHLORIDE (See New and 
Nonofficial Remedies 1948, p. 25). 
The following dosage forms have been accepted : 
THE Wo. S. MERRELL COMPANY, CINCINNATI 15 
Solution Methadone Hydrochloride: 10 mg. per cc., 20 cc. 
vials. Preserved with chlorobutanol 0.5 per cetit. 
Tablets Methadone Hydrochloride: 5 mg. 
THE UpJoHN ComMPaANy, KALAMAZOO 99, MICH. 
R ne Methadone Hydrochloride: 1 mg. per cc., 500 ce. 
ottles. 
Hypodermic Tablets Methadone Hydrochloride: 10 mg. 
cenguee Methadone Hydrochloride: 10 mg. per cc., 30 ce. 
Viais. 
oe Methadone Hydrochloride: 2.5 mg., 5 mg. and 
mg. 


BEPARIM SODIUM (See New and Nonofficial Remedies 
1948, p. 352). 
The following dosage form has been accepted: 
Tue ComMPaNy, KALAMAZOO 99, MICH. 
Solution Heparin Sodium: 100 mg. per cce., 4 cc. vials. 
Each ec. contains 10,000 units of heparin sodium. Preserved 
with chlorobutanol 5 mg. 


ESTROGENIC SUBSTANCES (WATER INSOLU- 
BLE) (See New and Nonofficial Remedies 1948, p. 370). 

The following dosage form has been accepted: 
WARREN-TEED Propucts COMPANY, CoLUMBUsS 8, OHIO 

Aqueous Suspension Estrovcerin: 20,000 I. U. per ce., 1 ce. 
ampuls and 15 cc. vials. 


DIETHYLSTILBESTROL-U. S. P. (See New and Non- 
official Remedies 1948, p. 378 
The following dosage form has been accepted : 


GoLp LEAF PHARMACAL CoMPANY, INC., NEW ROCHELLE, 
N. Y. 


Solution Diethylstilbestrol in Oil: 1 mg. and 5 mg. 
cc. in sesame oil, 1 cc. ampuls and 30 cc. vials. The vials ve 
preserved with chlorobutanol 0.5 per cent. 


EPHEDRINE SOULE AYE- U. S. P. (See New and Non- 
official Remedies 1948, p. 231). 

The following dosage Keon has been accepted: 
STRONG-CosB COMPANY, INC., CLEVELAND 4 

Solution Ephedrine Sulfate: 25 img. and 50 mg., 1 ce. 
Amp ns. 
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THE PROGRAM OF THE WORLD HEALTH 
ORGANIZATION 

In an address before the annual meeting of the 
Association of State and Territorial Directors of Local 
Health Services, Calderone' pointed out that interna- 
tional health agencies confined themselves in the past 
to dissemination of epidemiologic information and the 
establishment of quarantine regulations and sanitary 
conventions but that the World Health Organization 
advances a new and revolutionary concept of health, 
namely, “a state of complete physical, mental and social 
well-being and not merely the absence of disease or 
infirmity.” 

In the first World Health Assembly held in Geneva 
in 1948 the delegates from sixty nations outlined a 
six point program for positive action in the field of 
health. The program involves the mass use of insecti- 
cides, water sanitation and sewage disposal technics. 
Effort will be concentrated on maternal and child health, 
venereal disease, tuberculosis, malarial control, public 
health administration, training, health demonstrations 
and fundamental health education of populations. One 
of the most fertile fields is malaria control. The World 
Health Organization is collaborating actively with the 
Food and Agriculture Organization of the United 
Nations in establishing antimalarial campaigns, espe- 
cially in regions where increased food production is 
possible. Large scale operations under joint action 
are planned for rural restoration of approximately 
10,000,000 acres where malaria control will be asso- 
ciated with general improvement of health standards, 
including economic, agricultural, sociologic and other 
considerations. 


1. Calderone, F. A.: An Address at the Annual Meeting of the 
Association of State and Territorial Directors of Local Health Services, 
Peabody Hotel, Memphis, Tenn., April 28, 1949. 
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Important on the agenda is the campaign against 
tuberculosis. This will include traveling fellowships for 
personnel from countries most in need of assistance ; the 
provision of demonstration teams; the development of 
uniform procedures on classification of tuberculosis, 
roentgenologic interpretation, laboratory diagnosis of 
the presence of tubercle bacilli and the evaluation of new 
chemotherapeutic agents such as streptomycin. Even 
more important is the mass immunization program 
which is being carried on by the International Children’s 
Emergency Fund with the cooperation of the World 
Health Organization, the Danish Red Cross and Scan- 
dinavian societies, bringing tuberculin testing and 
BCG vaccination to Europe, Asia, South America and 
North Africa. Another top priority is venereal disease 
control. The World Health Organization and United 
Nation’s International Children’s Emergency Fund have 
initiated extensive activities to combat prenatal and 
infantile syphilis with penicillin. Model demonstration 
projects for the treatment of this disease are under way 
in Poland, Yugoslavia, Hungary, Bulgaria and Greece, 
the Eastern Mediterranean and South East Asia. The 
program will be extended to Albania, Czechoslovakia, 
Rumania, India, Pakistan and Siam. 

Since adequate nutrition in all stages of life is an 
important factor in safeguarding and restoring health, 
the World Health Organization is collaborating with the 
Food and Agriculture Organization of the United 
Nations both in scientific and in operating programs 
which aim to increase the production of food in many 
areas in the world. 

The World Health Organization also plans to conduct 
epidemic control activities and special research on 
typhus, trachoma, yellow fever, smallpox and plague. 
It is investigating new pharmaceutic and biologic prod- 
ucts; it is implementing the sanitary conventions; it is 
standardizing health statistics, biologic and pharmaceu- 
ticals, and unifying the pharmacopeias. 

An interesting feature of the program is the estab- 
lishment of fellowships providing extensive periods of 
training for public health and medical personnel for 
many countries by which they can improve their knowl- 
edge and return to their own countries better equipped 
to contribute to local health programs. Already four 
hundred and sixty-one fellows from twelve countries 
have been trained under the auspices of the World 
Health Organization in the outstanding institutions of 
the United States, England, Canada, Denmark, France 
and other countries. During 1950 it is planned to train 
about five hundred additional fellows from almost every 
country of the world. Six fellowships for study in 
Europe will be awarded to the United States this year 
for work in the fields of malaria, tuberculosis, maternal 
and child health, nutrition and sanitation. For many 
areas, of greatest importance are programs for the 
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increase of food production by means of insecticide 


projects, introduction of modern agricultural methods, 
improved animal husbandry, introduction and moderni- 
zation of water and food sanitation and sewage control. 

The program envisages a vast undertaking for the 
eradication of the disease wherever it exists by positive 
methods based on the newest advances made by medical 
research. 


MILK-BORNE CANCEROGENIC VIRUS 


In 1933 Little * of the Jackson Memorial Laboratory, 
Bar Harbor, Maine, reported the results of several 
years’ genetic study of inbred “high tumor” and “low 
tumor” strains of mice. In the high tumor strains over 
90 per cent of the females died of spontaneous mam- 
mary cancer by the age of 12 months. In less than 
10 per cent of the low tumor strains and in less than 
1 per cent in some strains mammary tumors developed. 
Reciprocal crosses between high tumor and low tumor 
mice gave data not in accord with mendelian laws of 
genetics. From this, Little concluded that some 
unknown extrachromosomal factor played a major 
role in the hereditary transmission of a high tumor 
diathesis. 

Three years later, Bittner * identified this unknown 
extrachromosomal factor as some substance or _defi- 
ciency in the breast milk of high tumor mice. If 
immediately after birth the young of high tumor mice 
were foster-fed by low tumor mothers, they did not 
acquire the usual high tumor tendency. 

An attempt to determine the nature of the cancero- 
genic factor in high tumor milk was made by Visscher * 
and his associates of the University of Minnesota. 

Using a specially devised procedure for preparation 
of homogenized high cancer breast tissue, they developed 
a substance which was injected into 84 young mice 
which survived such administration. By the age of 
12 months 10 (or 71 per cent) of the 14 surviving 
mice given the homogenized tissue had verified mam- 
mary carcinoma, Fifty-five per cent of those given 
the ultrasediment had cancer. Progressively smaller 
percentages developed in mice given the first sediment 
and the fat fraction. Cancer did not develop in any 
of the mice given the final supernatant fluid. 

From this, Visscher concluded that most of the 
cancerogenic agent of the lactating breast from high 
cancer mice is present in the secondary sediment 
obtained by ultracentrifugation. This sediment is vir- 
tually free from matter above colloidal dimensions and 
contains a large share of the soluble material of high 
molecular weight. From this he concluded that the 
cancerogenic agent is either a colloid of high molecular 
weight or a virus. 


1. Little, C. C.: Science 78: 465, 1933. 

2. Bittner, J. J.: Science 84: 162, 1936. 

3. Visscher, M. B.; Green 
Biol. & Med. 49: 94, 1942, 


, R. G., and Bittner, J. J.: Proc. Soc, Exp. 
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Attempted identification of this factor was subse- 
quently made by Graff* and his associates, who 
examined the ultracentrifugates of milk of high cancer 
and low cancer mice by means of the electron 
microscope. They report that high cancer strain milk 
contains a “heavy particle” which has “virus-like dimen- 
sions.” Passey ® and others made similar examinations 
of aqueous extracts of normal and cancerous breast tis- 
sues. In extracts from the tissues of high cancer mice 
they found a “particulate component” about 200 ang- 
strom units in diameter, which was not present in 
extracts from low cancer strains. 

Both these observations are subject to criticisms, 
since the alleged agent was easily confused with cyto- 
plasmic detritus. To avoid this difficulty, Porter and 
Thompson * of the Rockefeller Institute made electron 
micrographs of intact mammary epithelial cells grown 
from explants on formvar*-coated slides. When, after 
a few days, small peripheral sheets of epithelial cells 
were obtained, the explants were removed. The remain- 
ing cell sheets were then washed with Tyrode’s solu- 
tion, fixed by exposure to the vavor of osmium 
tetroxide, mounted on screens and dried. 

Electron micrographs of these dried cells showed 
numerous small spherical particles readily differen- 
tiated from the normal cytoplasmic components. Most 
of the particles showed a dark or dense nucleus-like 
center with an average diameter of about 75 millimi- 
crons. This was surrounded by a capsule-like envelope 
about 135 millimicrons in diameter. The particles thus 
resembled the viruses of equine encephalomyelitis, influ- 
enza A and B and vaccinia, as previously described 
by Sharp,’ Green and others. 

The particles were associated only with the epithe- 
lial cells. Fibroblasts observed in the same _ tissue 
cultures did not carry them. The particles occurred 
singly, in pairs or in clumps. Clusters of four bodies, 
two large and two small, were fairly common. Occa- 
sionally an unusually large particle was composed of 
two, four or more nuclei in a single capsule. The parti- 
cles were not found in any normal tissues thus far 
examined. 

These and other data led Porter tos assume that the 
observed particles represent a virus identical with 
Bittner’s milk-borne cancerogenic agent. Further evi- 
dence for or against this assumption is being sought 
from a study of cells cultivated from tumors in mice 
free from the Bittner factor. 


4. long S.; Moore, D. H.; Stanley, W. M.; Randall, H. T., and 
Hoagense 'D., in Proceedings of the Fourth International Cancer 
Research Congress 1947, p. 

5. Pas R. D.; Dmochowski, L.; Astbury, W. T., and Reed. R.: 
Nature, 160: 565, 1947 

6. R., and Thompson, H. P.: J. Exper. Med. 1948. 

7. Sha G.; Taylor, A. R.; Beard, D., and Beard, W.: Mor- 
phology of ‘and Western Strains of of Equine 

myelitis Arch. Path. 36: 167, — Sharp, D. 7 or, A. 

Me ean, lL. W., Jr D.; d, J. W.; Feller’ A. » and Dingle, 

. H.: J. Immunol. 48: 129, 


8. Green, R. H.; Anderson, T. F., and Smadel, J. E.: J. Exper. Med. 
75: 651, 1942. 
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Current Comment 


THE PRESIDENT-ELECT—DR. ELMER 
LEE HENDERSON 


The President-Elect of the American Medical Asso- 
ciation, chosen unanimously by the House of Delegates 
in the Atlantic City Session, is Dr. Elmer Lee Hender- 
son of Louisville, Ky., a distinguished surgeon and a 
leader in the work of the Association for many years. 
Dr. Henderson was elected to the House of Delegates in 
1937, and in 1939 to the Board of Trustees; he has 
been Chairman of the Board since 1947. He was for- 
merly president of the Jef- 


COMMENT 
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onstrated by the progress of American Medical Associa- 
tion affairs under his leadership. In his address of 
acceptance Dr. Henderson pledged himself unwaver- 
ingly to opposition against nationalized medicine. 


ETIOLOGY OF HODGKIN’S DISEASE 


Grand * has recently described cytoplasmic inclusion 
bodies in tissue cultures of lymph nodes affected by 
Hodgkin’s disease. Similar inclusions were not found 
in cultures of normal lymph nodes, or those involved 
by lymphosarcoma or leukemia, or in lymphadenitis. 
The cells of normal human lymph nodes in tissue 

cultures exposed to cell- 


ferson County Medical So- 
ciety and of the Kentucky 
State Medical Association 
and counselor and chair- 
man of the Surgical Sec- 
tion of the Southern 
Medical Association. Dr. 
Henderson was born in 
Garnettsville, Ky., in 
1885, graduated from the 
University of Louisville 
Medical School in 1909 
and has been engaged in 
the practice of surgery in 
Louisville since 1911. He 
is a specialist certified by 
the American Board of 
Surgery, a fellow of the 
American College of Sur- 
geons, a former vice presi- 
dent and president of the 
Southeastern Surgical 
Congress, a recent past 
president of the Southern 
Medical Association and 
of the Alumni Association 
of the University of 
Louisville. Dr. Hender- 
son is Director of the Ko- 
sair Crippled Children’s 
Hospital and a member of 
the staff of the Kentucky 
Baptist Hospital and of 
the St. Joseph Infirmary. 
In World War I he served as a major in the U. S. 
Army Medical Corps, nine months of which service was 
overseas. For many years he was a lieutenant colonel 
in the Medical Reserve Corps. In World War II 
Dr. Henderson was chairman of the Fifth Service 
Command Committee, Procurement and Assignment 
Service for Physicians, Dentists and Veterinarians. 
Since 1942, he has been a_ special surgical con- 
sultant to the Air Surgeon’s Office. In choosing Dr. 
Henderson the House of Delegates recognized the innu- 
merable days devoted to the cause of the medical pro- 
fession, often at great personal sacrifice; his skill in 
diplomatic negotiation, evidenced by his activities in the 
World Medical Association ; his financial acumen, dem- 
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free supernatant fluid 
from cultures of Hodgkin’s 
nodes also developed the 
characteristic inclusion 
bodies. Cultures of Hodg- 
kin’s nodes and of normal 
lymph nodes exposed to 
supernatant fluid from 
Hodgkin’s node cultures 
rapidly underwent cell de- 
generation. Such cultures 
produce liquefaction of the - 
culture medium. Similar 
degenerative changes are 
not seen in cultures of 
tumors. The cultures can 
be maintained viable for 
months or years. The 
author suggests that the 
degeneration might be due 
to an overwhelming virus 
infection of the cultures. 
The inclusions closely re- 
sembled morphologically 
those described in cells 
infected with known vi- 
ruses. Both results sup- 
port the conception of a 
virus causation of Hodg- 
kin’s disease and suggest 
that it is inflammatory 
rather than neoplastic in 
nature. Claims for a virus 
causation of Hodgkin’s disease have previously been 
made on numerous occasions. Proof has always been 
lacking. One of the strongest contenders for a virus 
causation was Gordon,? who published photographs of 
elementary bodies which he regarded as the probable 
causative agent. The relation of the bodies which he 
illustrated to the inclusion bodies now described by 
Grand remains to be determined. If Grand’s findings 
can be confirmed the understanding of this disease will’ 
have been greatly advanced. 


M.D. 


MEDICAL ASSOCIATION 


1. Grand, C, G.: Cytoplasmic Inclusions and the Characteristics of 
Hodgkén’s Diseased Lymph Nodes in Tissue Culture, Cancer Research 
9: 183 (March) 1949. 

2. Gordon, M. H.: Recent Advances in the Pathology and Treatment 
of Lymphadenoma, Proc. Roy. Soc. Med. 27: 1035 (June) 1934. 
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CURRENT 


THE DISTINGUISHED SERVICE MEDAL 
AWARDED TO SEALE HARRIS 


The House of Delegates of the American Medical 
Association at the meeting in Atlantic City selected 
Dr. Seale Harris of Birmingham, Ala., as recipient 
of the Distinguished Service Medal, which is the highest 
scientific award granted by the Association. Dr. Harris 
has won international recognition for his research on 
hyperinsulinism and its control. He was born in 
Cedartown, Ga., on March 13, 1870. After academic 
training at the University of Georgia, he studied medi- 
cine and received his degree from the University of 
Virginia in 1894. He began practice in Union Springs, 
Ala., and after twelve years moved to Mobile, where 
he remained for nine 
years. He then moved 


COMMENT 609 
COMBINED AUREOMYCIN AND DIHYDRO- 
STREPTOMYCIN TREATMENT IN 
BRUCELLOSIS 

Mice infected with Brucella organisms, after treat- 
ment with aureomycin or with chloromycetin,® still 
had great numbers of Brucella organisms in their 
spleens, according to Heilman.t| Aureomycin combined 
with streptomycin or dihydrostreptomycin proved to be 
most effective. The addition of a sulfonamide com- 
pound to the combination of aureomycin and dihydro- 
streptomycin did not yield better results. Herrell and 
Barber * treated four acutely ill patients who had 
culturally proved brucellosis with the combination of 
aureomycin and dihydrostreptomycin. The average 
daily dose of aureomycin 
was 3 Gm. by mouth given 


to Birmingham, where he 
became professor of medi- 
cine in the medical depart- 
ment of the University of 
Alabama. He is a member 
of the American College 
of Physicians. He served 
as president of the South- 
ern Medical Association in 
1921. He served with 
the armed forces as major 
in 1917 and retired as 
colonel in 1919. He edited 
War Medicine, published 
in Paris during World 
War I, and was secretary 
of the Research Commit- 
tee of the American Red 
Cross in France. At that 
time he was cited by Gen- 
eral Pershing “for con- 
spicuous and meritorious 
service in France.” In 
1939 he was cited by the 
Medical Association of the 
State of Alabama for con- 
tributions to, medicine ben- 
eficial to mankind. One 
year after the discovery of 
insulin, Dr. Harris spent 
a week in Toronto with 
Banting, Best, Collip and McLeod studying many cases 
and witnessing insulin reactions. These observations 
led him to recognition of the effects in nondiabetic 
patients of excessive secretion of insulin. Dr. Harris 
has contributed notably in his medical writings, includ- 
ing chapters on food poisoning, hyperinsulinism and 
pellagra in various systems of medicine. He published 
in 1946 a book entitled “Banting’s Miracle” and has 
now in process of preparation a biography of Marion 
Sims. Dr. Seale Harris is in the tradition of the true 
physician, caring for his patients, serving his commu- 
nity and his nation as a great citizen, advancing the 
science of medicine and earning the devotion and respect 
of the people he serves. 


SEALE Harris, M.D. 


AWARDED DISTINGUISHED SERVICE MEDAL 


in divided doses every six 
hours. Dihydrostreptomy- 
cin was given simultane- 
ously in divided doses 
intramuscularly, the aver- 
age daily dose amounting 
to 2 Gm. The patients did 
not receive other treat- 
ment except rest in bed 
and the usual supportive 
measures, which included 
vitamin supplements. This 
combined treatment was 
continued for twelve to 
fourteen days. In brucel- 
losis complicated by some 
localizing lesions, such as 
involvement of the skele- 
tal system, urinary tract 
or endocarditis, the course 
of treatment should be ex- 
tended to twenty-one to 
twenty-eight days. All 
patients so treated 
promptly recovered with- 
out recurrence. The ad- 
ministration of aureomycin 
was associated with little 
or no toxic manifestations. 
Aureomycin is much less 
toxic than sulfadiazine. 
The toxic effect on the eighth nerve associated with the 
administration of streptomycin can be reduced by the 
employment of dihydrostreptomycin. The combination 
of aureomycin and dihydrostreptomycin is apparently 
most effective as measured by bacteriostatic activity. 
This combination reduces and to some degree eliminates 
the undesirable toxic effeets which might be encoun- 
tered with regular streptomycin alone or sulfadiazine 
or the two in combination. 


1. Heilman, F. R: The Effect of Combined Treatment with Aureomy- 
cin and Dihvdrostreptomvcin on Brucella Infections in Mice. Proc. Staff 
Meet., Mayo Clin. 24: 133-137 (March 16) 1949, 

2. Herrell, W. E., and Barber, T. E.: The Combined Use of Aureo- 
mycin and Dihydrostreptomycin in the Treatment of Brucellosis. Proc. 
Staff Meet., Mayo Clin. 24: 138-145 (March 16) 1949. 
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ORGANIZATION SECTION 


PROCEEDINGS of the ATLANTIC CITY SESSION 


MINUTES OF THE ANNUAL SESSION OF THE HOUSE OF DELEGATES OF 
THE AMERICAN MEDICAL ASSOCIATION, HELD IN 


ATLANTIC CITY, 


JUNE 6-10, 1949 


HOUSE OF DELEGATES 


First Meeting—Monday Morning, June 6 
The House of Delegates convened in the American Room of 
the Hotel Traymore, Atlantic City, N. J., and was called to 
order at 10:10 a. m. by the Speaker, Dr. F. F. Borzell. 


Preliminary Report of the Reference Committe- 
on Credentials 
Dr. H. B. Everett, Chairman, stated that 154 delegates had 
registered, and the Speaker appointed as Sergeants-at-Arms Drs. 
Joseph F. Londrigan, New Jersey, Chairman; John J. Masterson, 
New York, and John J. Curley, Massachusetts. , 


Roll Call 
At the request of the Speaker, the Secretary called the roll, 
and those who entered after their names had been called reported 
to the Secretary. 
Photograph 
The House paused long enough so that a photograph of the 
House could be taken. 
Teliers 
The Speaker appointed the following to serve as tellers at 
this Annual Session : 
Ernest E. Shaw, Iowa, Chairman 
Clarence G. Bandler, New York 


H. Russell Brown, South Dakota 
Jesse D. Hamer, Arizona 


Leonard W. Larson, Section on 

Pathology and Physiology 
Roscoe H. Reeve, Wyoming 
George A. Woodhouse, Ohio 

Distinguished Service Award 

Dr. E. L. Henderson, Chairman of the Board of Trustees, 
presented a report of the Board as follows: 

The Committee on Distinguished Service Award of the 
American Medical Association submitted five names to the 
Board of Trustees. 

In accordance with Division Three, chapter XIV, section 3, of 
the By-Laws, the Board has selected by ballot the following 
names for presentation to the House of Delegates in alphabetical 
order: Dr. Alfred Blalock, Baltimore; Dr. Seale Harris, Bir- 
mingham, Ala., and Dr. Shields Warren, Boston. Dr. Hender- 
son, on request, read to the House information concerning Drs. 
Blalock, Harris and Warren. 

The tellers spread the ballot and the Secretary announced 
that one hundred and sixty-eight votes had been cast, of which 
Dr. Blalock received fifty-two, Dr. Harris, sixty-nine and Dr. 
Warren forty-seven. 

The Speaker announced that since no one had received a 
majority of the votes cast, a second ballot would be taken with 
the elimination of the name of Dr. Warren. 

Dr. James R. Reuling, Vice Speaker, assumed the chair. 


Compliments to Miss Jewel F. Whelan 

While the tellers spread the ballot, the Speaker called the 
attention of the House to the absence of one face at the desk, 
stating that Miss Jewel F. Whelan had been taken ill but is 
now recovering. 

It was moved by Dr. George W. Kosmak, New York, seconded 
by Dr. Walter E. Vest, West Virginia, and carried unanimously 
that the House expresses its compliments to Miss Whelan and 
wishes her a speedy recovery. 


Orchid to Miss Hattie A. Niehoff 
The Speaker announced that one person was celebrating her 
silver anniversary because of services rendered to the House 
for the last twenty-five years and presented to Miss Hattie A. 
Niehoff, who he stated had served the House well and faithfully, 
an orchid as a token of the appreciation of the House. 


Distinguished Service Award, Continued 
The Vice Speaker declared the ballot closed and the Secretary 
announced that one hundred and sixty-five votes had been cast, 
of which Dr. Harris received ninety-seven and Dr. Blalock 
sixty-eight. The Speaker declared that the House had selected 
Dr. Seale Harris, Birmingham, Ala., as the recipient of the 
Distinguished Service Award for 1949, 


Adoption of Proceedings of St. Louis Interim Session 

The Secretary presented the proceedings of the St. Louis 
Interim Session Nov. 30-Dec. 3, 1948, which were adopted on 
motion of Dr. Mather Pfeiffenberger, Illinois, seconded by Dr. 
Walter E. Vest, West Virginia, and carried. 


Address of Speaker, Dr. F. F. Borzell 

With the Vice Speaker, Dr. James R. Reuling, in the chair, 
the Speaker presented the following address, which was referred 
to the Reference Committee on Reports of Officers: 

Gentlemen:—Since the Interim Session at St. Louis last 
December, the American Medical Association has been the 
pivotal point of many charges and discussions. Its officers have 
been attacked both from within and without. We have been 
accused of holding our membership behind an “Iron Curtain.” 
The officers and Board of Trustees have been called a hierarchy 
made up of reactionaries committed only to the maintenance of 
a “status quo.” It has become necessary for our officers to make 
public denial and even direct refutation of these charges even 
to the membership of Congress. 

It is because of the events of the last six months that this 
session of the House of Delegates of the American Medical 
Association assumes proportions of great significance, not only 
to the medical profession but to the entire nation as well. 

This House of Delegates, constituting for the most part the 
elected representatives of the membership of the constituent state 
associations, took deliberate and unanimous action on several 
matters of vital consequence to the American people. We were 
accused of having set up a “slush fund.” This charge was 
made with implications of intent to apply pressures corruptly 
on our legislators for our own selfish ends. If there is one 
responsibility that is outstanding on this session of the House 
of Delegates, it is that its deliberations must show the American 
public once and for all that the American medical profession, 
constituting the American Medical Association, is a completely 
democratic body and that when the House of Delegates speaks 
it speaks for the vast majority of American physicians. It must 
further demonstrate more clearly than ever that its motivations 
spring solely from a sense of primary responsibility to insure 
for our people the maintenance of a quality of medical service 
equaled nowhere else in the world. 

As an answer to criticisms of adverse publicity arising from 
the St. Louis session, your Speaker respectfully requests this 
House of Delegates to authorize the appointment for this session 
of a special committee of five members of the House to be known 
as the Committee on Publicity whose function will be to cooper- 
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ate with the Department of Press Relations of the American 
Medical Association to the end that releases may be made 
expeditiously and authoritatively. The Speaker has discussed 
the mechanics of operation of this proposed committee with Mr. 
John Bach, Director of the Department of Press Relations, and 
believes that such committee offers a practical solution to the 
problem. 

A better understanding of the democratic functioning of this 
House might perhaps be stimulated if the delegates would invite 
selected members from their state societies who are in atten- 
dance at the scientific sessions to observe at least one meeting of 
the House. 

The Speaker wishes to take this opportunity to thank the 
many delegates who have by letter and personal communication 
shown a keen desire to fulfil their important duties. 

It is apparent that this House is faced with a continuing 
necessity of giving extended consideration to social and political 
problems dealing with the nation’s health. On the other hand, 
it is noteworthy that while so much emphasis has of necessity 
been placed on these problems, our scientific activities have been 
carried on without relaxation through THe JourNaL, other 
publications of the Association and the various councils and 
bureaus. We must, therefore, continue to look to the delegates 
from the various scientific sections to keep the House alerted to 
scientific matters requiring action. 

At the St. Louis session several resolutions were presented 
with multiple endorsements. The Speaker is of the opinion 
that the intent of such resolutions would be better served if 
they were presented by a single endorsement and the supporters 
appeared before the proper reference committee in support. 
This not only will save time and be more democratic but also 
will more effectively record approval. Your responsibilities are 
such that your deliberations must be accurately reported and be 
given correct interpretation to the public. You therefore must 
continue to assume full responsibility, individually and collec- 
tively for your actions. This responsibility demands that we 
guard every move we make lest we fail in upholding our proud 
traditions and the lofty position we have attained. 

In periods of great stress, in the heat of battle, human reac- 
tions are intensified and irritations magnified. It is difficult to 
retain the calmness necessary for good generalship. Righteous 
indignation may easily be transmuted into blind hatred. The 
former is a source of strength, the latter an evidence of weak- 
ness. The eyes of the country are on us. Our comrades in 
arms, the great medical profession, are looking to us of the 
House of Delegates for leadership. We, then, must lead and 
not be led. Pressures stimulated by vindictiveness, base emo- 
tions or self interest dare not activate our conduct. 

He whom the Gods would destroy, they first make mad. 
There are those who would gladly destroy the American Medi- 
cal Association, but as long as we hold to a course of dignity, 
singleness of purpose and unwavering solidarity, we can win. 
Gentlemen, your responsibility is great and in your hands rests 
the health of this nation. 


REFERENCE COMMITTEES 
In accordance with the By-Laws, the following reference 
committees are appointed. A few changes have been necessary 
since publication in THE JouRNAL and the Handbook: 


SECTIONS AND SECTION WORK 
Edward L. Compere, Chairman, Charles H. Phifer, Illinois. 
Section on Orthopedic Surgery. John M. Porter, Kansas. 
Jacob W. Bird, Maryland. Charles T. Stone, Section on In- 
ternal Medicine. 


RULES AND ORDER OF BUSINESS 
Albert F. R. Andresen, Chairman, James Stevenson, Oklahoma. 
New York. John F. Conway, New Mexico. 
L. Howard Schriver, Ohio. E. Roger Samuel, Pennsylvania. 
REPORTS OF BOARD OF TRUSTEES AND SECRETARY 
Thee A. Foster, Chairman, Allen H. Bunce, Georgia. 
William F. Costello, New Jersey. 
waren ‘¢; Allee, Missouri. William M. Skipp, Ohio. 
MEDICAL EDUCATION 
B. R. Kirklin, Chairman, Section Lowell S. Goin, California, 


on Radiology. H. G. Hamer, Indiana. 
Ww. P. Anderton, New York. Charles L. Shafer, Pennsylvania. 


ORGANIZATION SECTION 


; LEGISLATION AND PUBLIC RELATIONS 
William Bates, Chairman, Pennsy]- Leo G. Christian, Michigan. 
vania Walter G. Phippen, Massachusetts. 
F. J. L. Blasingame, Texas. H. Gordon MacLean, California. 


HYGIENE AND PUBLIC HEALTH 
Deering G. Smith, Chairman, New Stephen E. Gavin, Wisconsin. 


Hampshire. Scott Lord Smith, New York. 
W. Palmer Dearing, Public Health Felix J. Underwood, Mississippi. 
Service. 
AMENDMENTS TO CONSTITUTION AND BY-LAWS 


William D. Stovall, Chairman, Wis- Paul K. French, Vermont. 
consin, William A. Hyland, Michigan. 
Ivan Fawcett, West Virginia. B. E. Pickett Sr., Texas. 
REPORTS OF OFFICERS 
F. J. Pinkerton, Chairman, Hawaii. J. Stanley Kenney, New York. 
J. B. Lukins, Kentucky. Charles J. Kickham, Massachusetts. 
George E. Earl, Minnesota. 


CREDENTIALS 
H. B. Everett, Chairman, Ten- Raymond F. Peterson, Montana. 
nesee. harles F. Strosnider, North Caro- 
E. P. Flood, New York. lina. 


Carl A. Lincke, Ohio. 


INDUSTRIAL HEALTH 
William L. Estes Jr., Chairman, Warren W. Furey, Illinois. 
Pennsylvania. Edward H. McLean, Oregon. 
Wyman D. Barrett, Michigan. ‘ Carl A. Grote, Alabama. 


EXECUTIVE SESSION 


Chairman, Cali- Thomas P. Murdock, Connecticut. 
Howard K. Petry, Pennsyivania. 
Hugh P. Smith, South Carolina. 


John W. Cline, 
fornia 
Robert H. Hayes, Illinois. 


MISCELLANEOUS BUSINESS 
Chairman, William R. Brooksher, Arkansas. 
Andrew A. Eggston, New York. 
Hoyt B. Woolley, Idaho. 


TELLERS 
Ernest E. Shaw, Chairman, lowa. Leonard W. Larson, Section on 
arence G. Bandler, New York. Pathology and Physiology. 
H. Russell Brown, South Dakota. Roscoe H. Reeve, Wyoming. 
Jesse D. Hamer, Arizona. George A. Woodhouse, Ohio. 


SERGEANTS-AT-ARMS 


Chairman, John J. Masterson, New York. 
John J. Curley, Massachusetts. 


Illino 
George lowa. 


Joseph F. Londrigan, 
New Jersey. 


On motion of Dr. Walter E. Vest, West Virginia, seconded 
by Dr. George W. Kosmal-, New York, and carried, the 
nominations for membership on reference committees made by 
the Speaker were confirmed 

The Speaker requests authorization for the appointment of 
two special reference committees, as follows: 


INSURANCE PLANS AND MEDICAL SERVICE 
E. Vincent Askey, Chairman, Cali- William H. Halley, Colorado. 
fornia. Louis M. Orr II, Florida. 
Paul A. Davis, Section on General Herbert P. Ramsey, District of 
Practice. olumbia. 
James Q. Graves, Louisiana. 


EMERGENCY MEDICAL SERVICE 


Leland S. McKittrick, Chairman, Robertson Ward, California. 
Massachusetts. Consultants 
Karl S. J. Hohlen, Nebraska. George E. Armstrong, U. = Army. 
George S. Klump, Pennsylvania. Joel T. Boone, U. S. Nav 
Roland W. Stahr, Nevada. Edward H. Cushing, Titerons Ad- 
ministration. 


It was moved by the Speaker, seconded by Dr. Charles H. 
Phifer, Illinois, and carried, that these special reference com- 
mittees be authorized and their membership confirmed. 


COMMITTEE ON PUBLICITY OF HOUSE ACTIVITIES 

I also request at this time in accordance with my opening 
remarks, authorization from the House of Delegates to appoint 
the following Committee on Publicity to serve for this session, 
to confer with the Speaker or Vice Speaker, the Chairman of 
the Board of Trustees, the Secretary and the publicity staff of 
the American Medical Association, to authorize releases or to 
return to the House if in doubt for House action, and to be 
prepared to act at any time: 
Thomas K. Lewis, Chairman, New Louis A. Buie, Section on Gastro- 

Jersey. Enterology and Proctol 
Creighton Barker, Connecticut. Raymond L. Zech, Washington, 
Henry B. Mulholland, Virginia. Floyd S. Winslow, New York. 
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Dr. Borzed moved approval of the recommendation and the 
motion was seconded by Dr. Walter E. Vest, West Virginia, 
and carried. 

IN MEMORIAM 


The Speaker read the names of those who have departed 
from this life since the last annual session as follows (the dates 
following the names indicate years of service in the House) : 

William F. Bowen, Kansas, 1934-1935. 

William H. Breuer, Missouri, 1934-1937. 

Frank L. Brown, Illinois, 1931. 

Robert S. Catheart, South Carolina, 1908-1909, 

William T. Corlett, Cleveland, Section on Dermatology, 1902. 

Gilbert G. Cottam, South Dakota, 1924. 

Crum Epler, Colorado, 1908; 1932-1934. 

William A. Evans, Chicago, Section on Pathology, 1902; Section on 

Preventive Medicine and Public Health, 1912. 

Albert A. Gartner, New York, 1943-1948. 

John Green, Missouri, 1907. 

Arthur H. Gross, Pennsylvania, 1928. 

Edward L. Keyes, New York City, Section on Genito-Urinary Diseases, 

1917. 

Charles E. Kiely, Ohio, 1930-1932; 1934-1941. 

James C. E. King, Utah, 1902. 

Jennings C. Litzenberg, Minnesota, 1924-1925; 1927-1929. 

William E. Lower, Ohio, 1909, 

John B. McAlister, Pennsylvania, 1909; 1914; 1928; 1931. 

Ross S. McElwee, North Carolina, 1941-1945, 

Stuart McGuire, Virginia, 1903-1904; 1906-1908. 

Oliver W. H. Mitchell, New York, 1943-1948. 

John James Moren, Kentucky, 1917. 

A. P. Nachtwey, North Dakota, 1936-1947. 

N. J. Nessa, South Dakota, 1943-1945. 

Howard T. Phillips, West Virginia, 1933; 1936-1937. 

B. S. Pollak, New Jersey, 1928; 1°31-1933. 

Alfred C. Prentice, New York, 1920. 

Joseph Scattergood Jr., Pennsylvania, 1942-1944. 

Solomon Solis-Cohen, Philadelphia, Section on Therapeutics, 1907. 

J. Walter Vaughan, Detroit, Section on Pathology, 1913 

Olin H. Weaver, Georgia, 1930-1947. 

John E. Weeks, New York, 1910-1911. 

Guy W. Wells, Rhode Island, 1934-1937; 1939-1940; 1946-1947. 

Kasimir A. Zurawski, Illinois, 1913. 


The Speaker announced that since this list had been prepared 
Dr. Roy B. Henline, Section on Urology, had died 
At the request of the Speaker, the audience arose to stand 


for a moment in silent tribute to the memory of these absentees. 


Address of President R. L. Sensenich 

The Speaker resumed the chair and called on President R. L. 
Sensenich for his address and the audience arose in tribute to 
Dr. Sensenich. 

Dr. R. L. Sensenich, President, presented the following 
address, which was referred to the Reference Committee on 
Reports of Officers: 

That is a very wonderful gesture which rather embarrasses 
me because I do not know whether it is all coming to me. 

During the past year, and, for that matter, throughout the 
past two years, there have been an almost unprecedented number 
of things which needed attention and which fell on the President 
to do. I have been happy to do them. I admit at times they 
were a bit rugged and the time demanded probably exceeded 
what usually has been given over to this service, but I am 
happy to have done them and I hope I have helped some. 

Among the myriad things that have come up for consideration 
during that time, I selected four that I thought might well be 
discussed here this morning, and I shall give you a brief survey, 
so far as I am able to in the brief time I have, of the status of 
these various subjects. They have all been selected because | 
thought they were important. 

One of them is medical education. I think that is one of 
the most important subjects that you will have to deal with, 
and no doubt some report from the Council will come to you 
during this session. As you well know, the medical schools and 
medical colleges were greatly disturbed during the war as a 
result of the accelerated courses, the change in students and 
the diminished number of students, except those that were 
supported by the military establishment. 

The postwar situation was not relieved to any great extent— 
the G. L. pressure, the number of students and, again, the teacher 
shortage. By the way, this comes up frequently in Washington. 
It came up less than two weeks ago, and representatives of the 
Council on Medical Education and Hospitals are there today. 
There is perhaps less attraction to teachers with 1espect to 
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university positions. There is, of course, government pressure 
on the other hand because of the alleged shortage of physicians. 
That shortage is not as it is represented but nevertheless it is 
made a reason for a great deal of argument for compulsory 
health insurance which carries with it provisions for funds to 
be used in medical education. Some of the endowed schools are 
having great financial trouble, and there is always a tempta- 
tion to accept government money, and the temptation comes from 
government. The government socializers have been rather 
active in this respect. 

The university hospitals have been a source of considerable 
complaint in many areas because they engage in the practice of 
medicine. That is not news. Some of our very good hospitals 
for many years have accepted patients and taken the payments 
for their services and applied those payments to the cost of the 
maintenance of their medical schools and their teaching staffs, 
but in some areas that has been a subject of violent discussion 
and unfavorable reaction. 

Then, there has been the matter of the study of medical 
courses as they are now operated. There has been much criti- 
cism in connection with some of the specialist courses, that the 
persons so trained have had an insufficiently broad base, and it 
has been suggested that the courses should be studied, and that 
there should be a reevaluation of courses and of the proportion 
of time spent and of the methods of teaching. There are many 
other angles that are being given consideration in the various 
schools. 

Lack of funds has led to an effort to stimulate the donor 
interest. How far that will go toward meeting the need is not 
known. In fact, at the moment we have no way of knowing 
how many schools there are that need substantial financial help. 
It would seem improbable that federal funds would be necessary 
for the support of state schools when the states in turn must 
contribute the funds to the federal government which will later 
be reappropriated to them. State schools in some instances, 
apparently, have not had the support of the profession or have 
not been sufficiently active in their efforts to obtain additional 
funds. On the other hand, nonstate schools, those that have 
not received financial support from the states, probably will 
be in serious need also. This will all come before you in this 
meeting, no doubt. 

A committee from the Council on Medical Education and 
Hospitals and the Association of American Medical Colleges, 
the chairman of that committee being a prominent editor, not 
a physician, is now in the process of making a study of our 
educational institutions and the things to which I have just 
referred. 

With regard to the second of these four important subjects, 
I think that preferred attention should be given to the work 
of the Council on National Emergency Medical Service. The 
Council will report to you today. That, however, has been the 
subject of a great deal of discussion and communication, and 
much has been done in an effort to stimulate interest, especially 
among those young men who received a part of their medical 
education at the expense of the government and had no military 
niedical service. The Council was set up for the purpose of 
conferring with government authorities and units of the Ameri- 
can Medical Association concerning possible national emer- 
gencies, medical emergencies and consideration of the military 
and civilian medical needs. Along with that was the training 
and organization to meet those needs. 

There was much complaint at the conclusion of World War II, 
as after World War I, that medical men had not been well 
utilized, and one of the chief pressures that developed as a 
result of the survey made of discharged medical men at the 
conclusion of the war was the fact that they felt we must insist 
on the best possible utilization of the special training and skills 
of medical officers in the armed forces. 

We request especially the establishment of a pattern of admin- 
istration that will prevent assignment of well qualified physi- 
cians to minor medical or nonmedical duties or wastage in 
inactivity. If the medical departments of the armed forces are 
to be maintained at a high level, the services must provide 
attractive opportunities to well qualified physicians to progress 
in medical science. The Army and Navy medical organizations 
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must have capable medical administrators. However, there must 
be opportunities to progress in clinical medicine with comparable 
rewards for physicians detached from major administrative 
duties. 

This may require a concept of military medical reward 
broader than that presently measured by the breadth of com- 
mand and proportionate administrative functions, so that the 
individual may progress and may be rewarded for his superior 
medical services and continued in medicine rather than, of 
necessity, being diverted to administrative positions or positions 
having a great deal of administrative work in order that he 
may be advanced in proportion to his contribution to the work 
of the forces. 

Additionally, the number whom it is possible to advance 
under the present medical promotion through administrative 
positions is limited, and the men become discouraged, and many 
of them are not interested in accepting service for that reason. 
The medical officer spends more years than in most other fields 
in preparation in the highly scientific field of study, and he 
must continue that study if in medicine he is going to progress 
and cont:nue to serve as he should in his particular assignment. 

I have had comp!aints, and, by the way, the mail that comes 
to the President’s office is very voluminous. I have been written 
to a number of times and the definite statement has been made 
that much of our troub'e lies with the fact that the Surgeons 
General of the services are not given proportionate rank and 
position. There is probably something to that. That would be 
reflected down across the board to all of the officers, the youn zer 
men, who come back and complain because they were unable to 
attain their majorities while much younger and less experienced 
men in the line became colonels. I have had a multitude of 
communications of that kind. 

The armed forces at this time need medical officers. Legisla- 
tion to draft physicians has been proposed with opportunities 
being given for voluntary commissions, every effort being made 
by the medical departments of the armed forces to provide 
opportunity for good medical work where there are facilities 
and qualified medical officers with whom superior medical train- 
ing may be continued. I think that is important. 

Some young medical men have been hesitant because of 
present hospital connections but have accepted commissions 
when they were assured that they would be given consideration 
as to appropriate hospital service on completion of their military 
service. I have had that information from a number of different 
sources. We rather encouraged and pressed physicians to 
encourage the young men ‘n the hospitals to accept commissions, 
and, almost universally, the complaint was, “Well, I am com- 
mitted here, and I want to go on to a residency; I want to do 
this or that, and that will be interrupted,” but when they were 
given assurance that they will be given special consideration 
on their return from military service, many of them accepted 
that service. Others apparently have assumed that they would 
not be drafted, and so have chosen to disregard the appea!s 
for young medical officers who have not had military service. 
This matter will, no doubt, come to you in discussion and will 
be up for your judgment. 

Just a brief report on the present state of legislation as the 
third subject. The Washington administration has promoted 
so-called compulsory health insurance, using arguments that 
by direct statement and implication have been mis!eading and 
not factual. The public has indicated its wishes and does not 
desire this attack on its freedom by government control of 
personal medical services. 

I think it is apparent from the large number of organ‘zations 
that have supported the opposition to compulsory health insur- 
ance, which should be called compulsory sickness taxation, that 
the public has indicated that it does not wish it, will oppose it, 
has no interest in it. For that reason, I think it will certainly 
be impossible to secure that kind of legislation at present. 

However, no doubt this drive for government political inva- 
sion of the life of the individual will continue as the first step 
in socialization of America after the pattern of the European 
nations which are now socialized. The debasement of the 
individual is the initial step in the concentration of power in 
the state, or, let’s be factual and say in the hands of the 
bureaucrats whom the political organization will place in con- 
trol of the personal affairs of the individual. 
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Felix Morley in his recent book says, “It has been said that 
freedom is not an abstraction like liberty but an underlying con- 
dition of life that cannot be fragmentized.” Neither the patient 
nor the physician can be free to deal with his personal problems 
of illness and problems of living when the conditions of that 
service are controlled by a political employee in a distant office. 
It cannot be fragmentized; you cannot break it down and say 
that you will be restricted in this and this, and in this you 
may do so and so. It is just impossible. It is necessary that 
we distinguish then between what belongs to the individual and 
what is a proper function of the political commonwealth. 

I was greatly interested in, and I want to say how much 
I appreciated, the talk of Senator McClellan at the “Grass 
Roots” Conference last night. It was in complete harmony 
with our views. One cannot quarrel with this issue on the 
little prob'em of the doctor alone or in any way so that it 
becomes distorted as if it were a purely personal interest. It is 
basic, and Senator McClellan brought that out in beautiful 
fashion, and his earnestness in the matter was very comforting. 
Personal service and medical care belong to the individual, and 
this freedom is not attained by giv:ng everything to the state. 

However, this is unfortunate, because in an ever expanding 
bureaucracy the perscnal interest of the great army of job 
holders in the political fortunes of the group managing the 
state becomes such that it is ghastly; it never stops; it is a con- 
tinuing pressure. 

I heard the head of one of the departments in Washington 
say yesterday—and I am sorry that I cannot give his name 
although I do not think he would object particularly—that this 
pressure is unending; it never ceases. Every man in the 
department is working for himself, and his own fortunes lie 
only in proportion as the political organization and his own 
inside departmental organization progress and grow bigger and 
stronger. 

Last is the matter of cooperation, and this is brief. I do 
think that we should be careful to cooperate, and endeavor to 
cooperate in anything that we can do in the fields in which we 
may come to agreement. By cooperation in those fields in which 
we agree, we reduce the area of struggle, we reduce the argument 
which is ccnstantly directed against us, rightly or wrongly. We 
remove this one angle from our field of battle. 

On the other hand, it is equally important that we be not led 
into thinking that we are cooperating or, by pressure, into 
asking for cooperation when what they really seek is compro- 
mise or an acceptance of and compliance with something which 
is definitely objectionable to and destructive of those things 
which we fight for; we have a moral obligation to the public to 
prevent those things. 

I do think it is important, however, that we be not placed in 
a position where we can be accused of being continuously 
obstructing, unwilling to participate or to cooperate in those 
things which might help in the improvement of conditions in 
general but, on the contrary, to draw the line definitely when 
that cooperation is made and say, “This is the line. This is 
why. With this other we will have nothing to do, because 
what you are asking is not cooperation; you are asking com- 
pliance, compromise in things which we recognize as very 
important.” 

We must insist that, after all, psychologically and spiritually 
and physically, it cannot be said that we are detached from any 
of these things on the material and physical side; we are 
interested in the men, the women and the children and in those 
things that are best for them, and, if they are to have that which 
is best, then it is importart that we strive to continue to main- 
tain for them that freedom which will not only make it possible 
to do better for them but will, from a purely national interest, 
prevent the deterioration of our governmental structure into 
something similar to the totalitarian government which we see 
everywhere else. 


Introduction of President-Elect, Vice President and 
Past Officers of Association 
The Speaker introduced Dr, Ernest E. lrons, President-Elect 
of the Association, Dr. Olin West, Retired Secretary and 
General Manager, Past President Nathan Bb. Van Etten and 
Vice President Roy W. Fouts, each of whom arose as his naiae 
was called. 
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REPORT OF THE BOARD OF TRUSTEES 

Dr. E. L. Henderson, chairman, presented the following report 
of the Board of Trustees as printed in the Handbook, which 
was referred to the Reference Committee on Reports of Board 
of Trustees and Secretary : 
To the Members of the House of Delegates of the American 

Medical Association: 

The following report of the Board of Trustees is respectfully 
submitted : 

The official reports of the Treasurer and the Association’s 
Auditors are appended as a part of this report. 


Financial Statement 


The following sources of revenue produced a total of 
$5,166,107.08 in the fiscal year ending December 31, 1948. 


Income from investments... 138,912.11 
Miscellaneous receipts and other income....... 17,700.74 
$ 229,797.85 
Periodical subscriptions $2,339,309.34 
$4,858,616.18 
Books, pamphlets and reprints sold........... 77,693.05 
Total revenue from all sources........+.. 


$5,166,107.08 


Costs incident to the production of these revenues together 
with the expenditures of the Councils, Bureaus and Committees 
aggregated $4,767,137.09. The excess of revenues over costs, 
which amounted to $398,969.99, was carried to the capital 
account of the Association, increasing it to $4,133,380.25 as 
- of Dec. 31, 1948. 

Advertising revenue from all periodicals in 1948 totaled 
$2,519,306.84, as compared with 1947 revenue of $2,342,605.39, 
or an increase of $176,701.45. 

_ Investment income in 1948 amounted to $138,912.11 and in 

1947 $133,998.80, an average annual return of 2.25 per cent. 
The Association’s investment counsel advises a conservative 
investment policy. 

An increase of $783,211.23 in subscription revenues, including 
Fellowship dues, to $2,412,494.34 in 1948 from $1,629,283.11 in 
1947 reflects: 

A. The increase in annual Fellowship dues and the sub- 
scription price of THe JOURNAL effective Jan. 1, 1948. 

B. An increase in the subscription price of other periodicals 
published by the Association effective the same date. 

C. An increase in the circulation of Association periodicals. 

Publication costs continued to rise, and in 1948 this item 
amounted to $3,309,453.42 compared to $2,840,344.46 in 1947, 
or an increase of 16 per cent over the previous year. 

Printing of Association periodicals was interrupted early 
in 1948 by a work stoppage in the plant due to a wage dispute 
affecting certain workers in the Chicago jurisdiction, and for 
approximately four months the plant was not in normal pro- 
duction. During this period substitute processes were employed 
and some of the monthly periodicals were printed in other 
cities. This situation and the fact that expired labor contracts 
were renewed at advanced hourly rates contributed to higher 
costs. 

It has been the Association’s policy to supply to the medical 
profession books and pamphlets, as well as reprinted articles 
which are ordered by authors at production cost. In 1948 a 
loss of $11,535.52 was sustained in this service because much 
of the reprinting of articles was performed outside of the plant 
at high costs. In 1947, when the printing was performed in 
the Association's plant, an income of $6,105.06 was derived 
from this source. 

Although the Councils, Bureaus and Committees of the 
Association were increasingly active in 1948, expenditures were 
restricted to $1,169,165.62, which compares with $1,128,427.65 
expended in 1947. Comparison of some other major expense 
classifications follows: 


1948 1947 Increase 
Legal and investigation...........-. $ 20,027.18 $ 1,000.00 $ 19,027.18 
Employees’ group annuities.......... 146,115.02 141,159.01 4,956.01 
State unemployment tax............. 9,461.46 6,543.37 2,918.09 
Federal social security taxes......... 23,685.92 21,744.22 1,941.70 
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Wages and salaries paid in 1948 totaled $2,405,239.15, an 
increase from $2,347,671.00 in 1947. These figures are not 
comparable in measuring labor costs for the period because 
some printing was performed by outside contractors during the 
work stoppage. 

Paper costs for periodicals increased to $580,791.28 in 1948 
from $554,972.18 in 1947; engraving and illustrations to 
$97,423.94 from $68,554.35; first class postage to $112,152.22 
from $94,468.72; second class postage to $97,066.40 from 
$95,315.04; building maintenance to $89,201.00 from $79,924.52. 
Practically all other expenses increased considerably over 1947, 

In 1948 the Association added to its investment in printing 
equipment, and office and laboratory equipment to the extent 
of $79,651.61 and paid $252,663.20 on the contract for con- 
struction of a five story addition to its headquarters building 
which is scheduled for completion in June of 1949. The total 
cost of the addition will approximate $600,000 without furnish- 
ings or expenses incident to a relocation of many departments. 

The balance sheet of the Association as of Dec. 31, 1948 indi- 
cated total assets of $8,949,504.29 and liabilities of $1,145,561.54. 
The residual amount of $7,803,942.75 consisted of the American 
Medical Association Research Fund Reserve of $1,495,562.50, 
additional specified reserves totaling $2,175,000 and the capital 
account of $4,133,380.25. 

Included in the assets of land, buildings, equipment, inven- 
tories, accounts receivable, etc., were marketable securities 
totaling $6,158,587.64. Of this total, specific securities in the 
amount of $1,484,637.50 were held in the American Medical 
Association Research Fund. Other securities represented invest- 
ments of the: 


Depreciation Reserve 1,230,000.00 
Association Reserve Fund... 350,000.00 
Building Reserve 450,000.00 
Retirement Reserve Fund. 675,000.00 
Equipment Modernization Reserve Fund..........--++.++0+ 700,000.00 


Through these investments the various funds are assured the 
financial stability to accomplish the purposes for which they 
were created. 

Aside from the specific reserves, only $1,268,950.14 in secu- 
rities was in the General Fund. This is not a relatively large 
amount, considering that in 1948 Association expenditures 
amounted to almost $5,000,000. 


Report of Bureau of Medical Economic Research 

At the June 1948 meeting of the House of Delegates a reso- 
lution was introduced by Dr. William F. Costello, delegate 
from New Jersey, recommending that the Board of Trustees 
negotiate with representatives of the life insurance industry 
with the view of obtaining a nationwide upward adjustment 
in the level of fees paid by life insurance companies to physi- 
cians for medical examinations and attending physicians’ 
statements. This resolution was referred to the Reference 
Committee on Legislation and Public Relations, which recom- 
mended, and the recommendation was approved by the House, 
that the matter be referred to the Bureau of Medical Eco- 
nomic Research for study. The Director of the Bureau has 
interpreted the resolution to mean that the Bureau was directed 
to study the question of life insurance examination fees rather 
than to make any formal recommendation for action by the 
House of Delegates. 

A few weeks after the House of Delegates’ meeting it was 
learned that the life insurance companies were making a sur- 
vey of this question of fees. It seemed inadvisable for the 
Bureau to make a separate study, and most of this report is, 
therefore, based on the results of the four questionnaires sent 
out by the Committee for the Promotion of Life Insurance 
Medical Education of the Association of Life Insurance Medi- 
cal Directors, hereinafter referred to as Doctor Frost's Com- 
mittee, Dr. Harold M. Frost, Medical Director of the New 
England Mutual Life Insurance Company of Boston, be ing 
chairman. 


|| 


Votume 149 
UMBER 


The following medical societies have passed resolutions rec- 
ommending some upward adjustment in life insurance fees. 
They are: 

Rhode Island Medical Society 

Tennessee State Medical Association 

Oregon State Medical Society 

Medical Society of New Jersey 

Colorado State Medical Society 

Greene County, Pa., Medical Society 

Jasper County, Iowa, Medical Society 

Oakland County, Mich., Medical Society 

Aroostook County, Maine, Medical Society 

California Society of Internal Medicine 

Chicago Medical Society 

Honolulu County, Hawaii, Medical Society 

Sonoma County, Calif., Medical Society 


Apparently action is contemplated in the near future by the 
state medical associations of Idaho and Utah. A table show- 
ing comparisons of these resolutions and a detailed summary 
of the replies to the four questionnaires have been prepared 
by the Bureau for possible use by the reference committee to 
which the present report will be referred. A number of the 
medical societies have requested an increase in fees from $5 
to $10. Others have requested that the fee be raised to $7.50. 
Some societies propose that the fee for attending physicians’ 
statements be raised from $2 to $3, while others desire the fee 
to be $5. None of these societies which have passed resolutions 
report any adjustment in fees as a result of the resolutions. 

The four questionnaires were mailed to the 240 life insur- 
ance companies which currently have more than 95 per cent 
of the life insurance business in the United States. The replies 
to the questionnaires were recorded by four groups of com- 
panies classified according to the amount of business in force: 


Group No. of Companies Amount (in Millions) 
I 144 $200 or less 
II 39 $201-$500 
Ill 29 $501-$1,000 
IV 28 Over $1,000 


One hundred and fifty-three companies or more replied to 
each of the four questionnaires. These replies come from the 
companies doing 92 per cent or more of the life insurance busi- 
ness in the United States. It is felt that the failure of some 
companies to reply does not distort the results of the 
questionnaire. 

An analysis of questionnaire IV, which is devoted entirely 
to fee schedules, reveals that 95 per cent of the replying com- 
panies in group I pay the medical examiner a fee of $5 for 
the long form examination. A fee of $5 is paid by 81 per 
cent of the replying companies in group II, 84 per cent in 
group III and 60 per cent in group IV. Eighty-five per cent 
of all the companies replying to questionnaire IV report that 
they pay a $5 fee for the long form examination; 1 per cent 
pay $4 and the remaining 14 per cent use a sliding fee sched- 
ule. Questionnaire IV clearly indicates that with few excep- 
tions $5 is almost a universal fee for the life insurance examina- 
tion. Dr. Frost did not identify the companies which are 
currently paying more than $5 under sliding fee schedules. 
Furthermore, this $5 fee has been in effect for roughly three 
fourths of a century. 

Questionnaire III furnished information regarding attending 
physicians’ statements, and the results show that 85 per cent 
of the replying companies pay regular fees for such statements. 
A fee of $2 is paid the attending physician by 68 per cent of 
the replying companies in group I, 58 per cent in group Ii, 
88 per cent in group III, 63 per cent in group IV and 69 per 
cent of all companies replying to questionnaire III. 

Dr. Frost estimated on the basis of limited data that more 
than 95 per cent of the $13,000,000 paid by life insurance 
companies to all practicing physicians was for the life insur- 
ance examination fees. He stated further that company prac- 
tices vary considerably in the matter of the attending physi- 
cians’ statements, and that in his opinion considerable flexi- 
bility was desirable because of differences in the types of 
statements. 
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Dr. Frost summarized in a letter dated April 4, 1949, the 
general position of his committee as a result of the survey. 
1. That the life insurance companies through their payments to policy- 


holders and beneficiaries indirectly aid the medical profession in providing 
funds out of which medical care expenses can be met. 


2. That more and more life insurance is being written without a medical 
examination and that probably this trend would be accentuated if a sharp 
increase in examination fees materialized. 


3. That the life insurance companies as a group “would not feel free to 
negotiate with the Board of Trustees of the American Medical Association 
for a nationwide upward revision of the examination fee schedule because 
of the danger that such action would be construed as a violation of the 
Sherman Antitrust Act.” 


4. That individual companies will feel that they should continue to 
negotiate in the future as they have in the past with individual physicians 
regarding stipulated fees. 


The Director of the Bureau considers Dr. Frost's first point 
to be somewhat irrelevant. His second point, so far as it 
refers to trends, is correct, but is probably an overstatement 
because it would seem very unlikely that the life insurance 
companies would ever write most of their business on the 
nonmedical basis. The Director has conferred with the Bureau 
of Legal Medicine and Legislation regarding the third point, 
and the Director of that Bureau has commented as follows: 

There would be no violation of the federal law if representatives of the 
insurance companies confer with designated representatives of the Board 
of Trustees concerning the raising of examination fees, nor would there 
be any violation if the representative group of the companies recommended 
that medical examiners be paid according to the value of the services 
they rendered. If the representative group of the companies, on the other 
hand, undertook to make it mandatory or to compel individual companies 
to pay the suggested increase in fees, there might then possibly arise 
some question as to a violation of the antitrust act. It does not seem to 
me, however, that Dr. Frost is entirely frank in his statement about this 
matter and I rather doubt that his statement is based on impartial legal 
advice. 


Dr. Frost's fourth point implies that the present $5 fee has 
been developed over many years through the process of nego- 
tiation between individual companies and individual physicians. 
Some might question the notion about the “process of nego- 
tiation” actually being responsible for the present $5 fee. 

The laws regulating the life insurance companies in the 
various states do present some difficulties for the companies 
in providing a sharp increase in examination fees because it 
would increase first year expense. The problem is much less 
if the policy is a large policy. This has led some of the com- 
panies to experiment with the sliding fee schedule ranging from 
$5 to $10 or $15 according to the size of the policy. It has 
already been noted that 40 per cent of the replying companies 
in group [V—the largest companies—use the sliding fee sched- 
ule; these are the companies which write the highest average 
policy. Although this sliding fee schedule arrangement does 
have merit from the standpoint of the insurance companies, it 
raises certain questions about the quality of the medical 
examination’s depending on the size of the policy; these are 
questions on which the Director of the Bureau of Medical 
Economic Research does not feel competent to comment. 


According to the sample studies of fee schedules of prac- 
ticing physicians for patients generally the average fee in the 
United States was 36 per cent higher in 1947 than in the base 
period 1935 to 1939. The whole cost of living index had risen 
71 per cent. As an economist, the Director of the Bureau 
would suggest that any standard fee, such as that paid by life 
insurance companies, should neither rise as high nor fall as low 
as the extremes of fluctuations in the general price level, the 
cost of living or the general fee schedules of physicians. 


Report of Committee on Rural Health 


The Committee on Rural Health at its annual meeting in 
February 1949 adopted an eleven point program. This program 
envisions coordination and utilization of successful efforts now 
in operation by the medical profession, lay groups, agricultural 
extension organizations and government to insure better rural 
health. All of the elements needed to bring high standards of 
health to rural communities are now functioning. What is 
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required is that these be channeled through community organiza- 
tions such as health councils with medical guidance. The pro- 
gram outlined below provides for such channeling : 

1. State and public health services for general community hygiere and 
communicable disease control, public health nursing, well-baby conferences 
and clinics. 

2. The Hill-Burton Hospital Construction Act operating where the 
people of a community demonstrate sufficient desire for such facilities. 

3. Scholarships provided by medical associations, farm organizations 
and through legislative appropriatio’s to be given to deserving boys and 
girls, without discrimination, for medical education where the recipients 
agree to practice fer a time in rural areas, and for nurses particularly 
from rural areas. 


4. Agricultural school extension services where they utilize their home 
demonstration courses, 4-H clubs, health specialists whose special duty it 
is to organize health councils in the counties for the purpose of health 
education and where appropriate to apply for Hill-Burton facilities; the 
teaching of better farm methods, better soil conservation and soil building 
practices, hetter grain and productive livestock methods such as calf and 
pig clubs, five acre club lots, better cost accounting and business methods. 

5. Parent-Teacher Associations where they encourage examination of 
school children for hearing, sight, heart, hernia, immunization, school 
hygiene, as well as physical education. 


6. Voluntary health agencies such as tuberculosis, poliomyelitis, cancer, 
and heart, which do considerable educating within narrow limits. 


7. Application of voluntary prepaid medical and hospital care plans 
to rural communities, taking into consideration that several of the large 
farm groups have their own indemnity prepaid medical and hospital plans. 

8. Promotion of state and county health councils, the medical profession 
acting cooperatively with organized farm groups and other civic, church, 
and school organizations and special health groups for the purpose of health 
education and health activities of local character. 

9. Creation of a plan to bring the medically indigent or low income 
farmer into voluntary prepaid medical plans. 

10. Use of health education programs for rural groups. 

11. Encouragement of civilian population to help itself. 


Respectfully submitted, 


F. S. Crockett, Chairman. 


Report of Committee on Liaison with Red Cross 
Blood Bank Program 

The Committee on Liaison with the American Red Cross 
National Blood Bank Program met jointly in Washington, D. C., 
on Feb. 13, 1949, with the Executive Committee and the Com- 
mittee on Blood and Blood Derivatives of the Advisory Board 
on Health Services of the American Red Cross. 

At this meeting it was disclosed that there wuld be thirty- 
four Red Cross Blood Centers in operation by July 1, 1949. 
Officials of the Red Cross reaffirmed their determination to 
abide by the policies established by the American Medical 
Association House of Delegates. 

The committee developed a plan to survey the private blood 
bank situation throughout the country. Accordingly, a ques- 
tionnaire has been sent to each of the 6,400 registered hospita!s 
in the United States to learn where the blood banks are located ; 
5,000 replies have been received. A second questionnaire is 
being prepared to determine such points as the capacity, type 
of organization, material used and charges made. 

The American Hospital Association, the American Protes- 
tant and Catholic Hospital Associations, the American College 
of Surgeons, the College of American Pathologists, the Ameri- 
can Society of Clinical Pathologists, the American Association 
of Blood Banks, the American Red Cross and the National 
Research Council are cooperating with the Association's com- 
mittee in this study. 

Respectfully submitted, 

Leonarp W. Larson, 
Herpert P. RAMSAy, 
Joun W. Green. 
James R. REvULING. 
Wittram D. 
DeerRiInc G. SMITH. 
Wituiam A, Coventry. 
James Q. Graves. 
JAMES STEVENSON. 


Chairman. 
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Report of Committee on Nursing Problems 


This is the final report of the committee of the American 
Medical Association to study the nursing problem in the United 
States. At the same time it is the annual report to the Board 
of Trustees of the representatives of the American Medical 
Association on the Commission for the Improvement of the 
Care of the Patient. 

When the Commission for the Improvement of the Care of 
the Patient was being formed, the Board of Trustees desig- 
nated its Committee on Nursing Problems to represent the 
American Medical Association. At the annual session of the 
Association in June 1948 the House of Delegates endorsed 
the recommendation of a reference committee that the Com- 
mittee on Nursing Problems be continued. The members of 
the Committee on Nursing Problems feel that this committee 
should now be discharged for the following reasons: (1) The 
major part of its work has been accomplished; (2) the “follow 
through” will be carried on by the Commission for the Improve- 
ment of the Care of the Patient, and (3) the confusion will be 
cleared up by this action. 

In order that the purpose of the Commission for the Care 
of the Patient may be understood, a copy of its By-Laws is 
appended to this report. 

At a meeting of the commission in March 1949 Dr. Howard 
kK. Gray was elected chairman to take office in March 1950. 


ADMINISTRATIVE ReGuLATIONS (By-Laws) oF THE Jornt Com- 
MISSION FOR THE IMPROVEMENT OF THE CARE 
OF THE PATIENT 


I. Name.—The name of this organization shall be “The Joint Commis- 
sion for the Improvement of the Care of the Patient.” 


Il. Purposes and Obectives.—The major purpose of this commission is 
to stimulate, mmplement, assist in and cenduct activilies which will con- 
tribute to the improvement of the care of the patient as may be mutually 
satisfactory to the appointing organizatiors. 

To achieve this objective, the commission performs as a service agency 
to the parent organizations. It shall be the intention of the commission 
to obtain a better understanding of the problems and programs of all 
represented groups; to serve as a source of information on trends within 
the programs of the participating organizations; to facilitate the develop- 
ment of a more unified public relations approach by the participating 
organizations; to explore the nceds for and stimulate studies in areas of 
patient eare in which the organizations participate; and to perform ath 
funct‘ons and carry on such activities contributing to the major objectives 
as may be mutually satisfactory to the appointing organizations and to 
the commission. 


Ill. Membership.—A. “The Appointing Organizations shall consist of 
the American Meclical Association, American Hospital Association, Ameri- 
can Nurses’ Association, and National League of Nursing Education.” 


The Appointed Membership shall consist of six representatives of 
professional nursing, six representat,ves of the American Medical Associ- 
ation, and six representatives of the American Hospital Association. 

The six representatives from professional nursing are to be three from 
the American Nurses’ Association to include representatives actively con- 
cerned with the problems of the practical nurse, and three from the 
National League of Nursing Education to i-clude representatives actively 
concerned with the problems of public health nursing and the collegiate 
schools of nursing. 

The six representatives of the American Medical Association are to 
include representatives actively concerned with the problems of the Ameri- 
can College of Surgeors, the American College of Physicians and the 
American Academy of General Practice. 

The six representatives of the American Hospital Association are to 
include representatives actively concerned with the problems of the Ameri- 
can Protestant Hospital Association and the Catholic Hospital Association 
of the United States and Canada. 

. Ex-Officio Membership shall be: 


(a) The presiderts of the American Hospital Association, the American 
Medical Association, American Nurses’ Association and National 
League of Nursing Education. 

(b) The editors of the official journals of the American Medical Associ- 
ation, the American Nurses’ Association and the American Hospital 
Association. 

(c) The executive secretaries of the National League of Nursing Edu- 
cation, the American Nurses’ Association, the American Medical 
Association and the American Hospital Association. 

IV. Authority for Appointment.—Each of the parent organizations shall 
have authority to appoint representatives in accordance with Sections 3 
and 5. The 4 organizations shall be known as the Appointing Organiza- 
tions. 

V. Terms of Appointment..-Each appointment shall be for three years 
so staggered that two of the American Medical Association members, two 
of the American Hospital Association members and one each of the 


National League of Nursing Education and American Nurses’ Association 
members shall terminate their appointments each year, with two of the 
initial appointments from nursing, medicine, hospitals to be for one year, 
two for two years and two for three ycars. 
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A person having served one regular three year term shall not be 
eligible for immediate reappointment. Vacancies shall be filled by the 
respective appointing organization. 

VI. Voting Privileges and Quorum.—Only appointed members present 
shall have a vote, except that in the absence of an appointed member a 
designated ex officio member of the appointing group shall have the power 
to vote. 

A quorum shall consist of ten voting members providing all of the 
appointing organizations shall be represented. 

VII. Officers.—There shall be a chairman, vice chairman and secretary. 
The first two shall not be from the same major group (nursing, medicine 
and hospitals). The chairman shall be elected for a one year term at 
the annual meeting and may be reelected for one additional term. He shall 
take office the following January 1. 

The vice chairman shall be elected in the same manner and at the same 
meeting as the chairman and may be reelected for one term. 

The secretary may be an employee of the commission, a member of the 
commission, or a member of the staff of an appointing organization. He 
shall be elected for a two year term. 

The chairman shall preside at meetings and perform the usual functions 
of presidents of similar organizations. The vice chairman shall have the 
duties generally ascribed to vice chairmen. The secretary shall perform 
the functions customary for that position in similar organizations. 

VIII. Meetings.—There shall be two regular meetings annually. The 
first regular meeting of the calendar year will be the annual meeting. 
Special meetings may be called by the chairman. 

Attendance at meetings shall be limited to appointed members, ex officio 
members and other individuals who may be invited by the chairman to 
participate in the program, or whose presence my be requested by one 
of the appointing organizations. 

IX. Committecs.—There shall be an Executive Committee of four 
members consisting of the chairman, vice chairman, and one other elected 
annually at the annual meeting to represent the third group, and the 
secretary ex officio. Vacancies may be filled by the chairman. 

The Executive Committee shall carry on the activities of the commission 
between commission meetings. Other committees may be appointed by 
the chairman. 

X. Financing.—The expenses of representatives shall be a responsibility 
of the respective appointing organization. 

Other organizational expenses such as those for clerical service, meeting 
space, and office work shall be divided equally between the three major 
groups (medicine, hospitals and nursing). 

XI. Relationship of the Commission to Appointing Organizations.—The 
commission shall be a service group to the organizations represented. It 
shall be a sounding board for a constructive exchange of opinions. Actions 
of the commission are advisory to and not mandatory on the appointing 
organizations. The commission may originate actions for consideration 
by, or may receive actions for consideration from the appointing organiza- 
tions. 

The work and conclusions of the commission when approved in principle 
by all appointing organizations may be transmitted by the commission to 
state commissions for the improvement of the care of patients where they 
exist, and otherwise to state constituent organizations of the appointing 
organizations. The failure of an appointing organization to approve or 
disapprove a commission conclusion within a period of three months shall 
be accepted as approval in principle. 

Such items as are unanimously approved by the commission and deemed 
suitable for publication by ail four executive directors of the appointing 
organizations may be released by the commission to the public through 
professional and other media. 

XIL. Amendments.—These rules may be amended without previous notice 
by unanimous vote, or by a two thirds’ vote if the amendment has been 
presented to the membership of the commission at least two weeks in 
advance of the meeting at which the vote is taken. 

XIU. These rules and/or amendments shall become effective when 
approved by the commission and appointing organizations. 

XIV. Deliberations of all meetings of the commission shall be governed 
by Robert’s Rules of Order, Revised. 

The by-laws of the commission provide that six represen- 
tatives be appointed from each of the parent organizations (the 
American Medical Association, the American Hospital Asso- 
ciation, the American Nurses’ Association and the National 
League of Nursing Education). These appointments are to be 
staggered and are to include men from the special societies, 
who are, of course, members of the American Medical Associa- 
tion. For the representatives of the American Medical Associa- 
tion, the Committee on Nursing Problems recommends the 
following appointments: For one year, beginning in January 
1950, Drs. Leland S. McKittrick and Thomas P. Murdock; for 
two years, beginning in January 1950, Drs. Howard K. Gray 
and Donald Smelzer; for three years, beginning in January 
1950, Dr. Howard C. Naffziger and a general practitioner. 

The by-laws further provide that the presidents, editors and 
executive secretaries of the parent organizations are ex officio 
members of the commission. This is important, as will be seen 
from certain sections of the by-laws. It is felt that the ex 


officio members shou!d attend the meetings if possible. 
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The present representatives of the American Medical Asso- 
ciation feel that this commission has potentialities for great 
good. It is the first time that these large groups representing 
the heaiing arts have had a forum to discuss and attempt to 
solve problems common to all. 

Respectfully submitted, 


Tuomas P. Murpock, Chairman. 
Howarp K. Gray. 

Epcar P. McNamee. 

Letanp S. McKittrick. 

DoNALD SMELZER. 


Recommendati6n Regarding Advisory Board 
for Medical Specialties 


At the St. Louis Interim Session the House of Delegates 
adopted a recommendation of the Reference Committee op 
Medical Education which provided that two members of the 
Council on Medical Education and Hospitals should be appointed 
to membership on the Advisory Board for Medical Specialties. 
This recommendation was brought to the attention of the 
Council, which has reported to the Board of Trustees as follows: 

The action of the House of Delegates was reviewed at length by the 
Council on Medical Education and Hospitals at its meeting on February 8 
and 9. The Council concluded that it would be preferable to maintain the 
present relationship of the Council to the Advisory Board. During the 
past two years the Council has developed an increasingly close liaison with 
the Advisory Board to the point where members of the Council are now 
invited to sit with the Board at its business meetings and to participate 
freely in the discussion of all matters which are of interest to the Council. 
It is the Council’s feeling that through this liaison it can accomplish even 
more than it could through membership on the Advisory Board. The 
Council would appreciate knowing whether the Board of Trustees approves 
the Council’s desire to maintain the present relationship with the Advisory 
Board. 


The Executive Committee of the Board of Trustees, after 
consideration of the Council’s statement, voted to refer the 
matter back to the House of Delegates for decision. 

Respectfully submitted, 

Ecmer L. Henperson, Chairman. 
Epwin S. Hamitton, Secretary. 
Louis H. Bauer. 

Joun H. Frrzcisson, 

James R. MILter. 

Watter B. MartIN, 

Dwicut H. Murray. 

Epwarp J. McCormick. 

GUNNAR GUNDERSEN. 


ADDENDA TO REPORT OF BOARD 
OF TRUSTEES 


TREASURER’S REPORT 


Report of the Treasurer of the American Medical Association 
for the Year Ended December 31, 1948 


Investments (at cost) as at January 1, 1948. .$4,402,833.70 
Bonds purchased (at cost) 1,227,091.85 


$5,629,925.55 


Less: 
Bonds called, matured or sold......seeeee. 955,975.41 
Investments as at December 31, 1948........ $4,673,950.14 
Balarce held for Investment January 1, 1948..$ 34,098.57 
Interest received on Investments in | 48 a AR 104,283.19 
$ 138,381.76 
Transferred to Gereral Fund........ (eeieus 75,000.00 


Invested and Uninvested Funds as at December 31, 1948... 


Uninvested Funds at December 31, 63,381.76 


$4,737,331.90 


DAVIS MEMORIAL FUND 


Balance in fund January 1, 1948...... eceveed 8,103.45 
Interest earned on bank balance in 1948...... 101.60 
Funds on deposit at December 31, 1948....... $ 8,205.05 
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AMERICAN MEDICAL ASSOCIATION RESEARCH FUND 


Investments (at cost) as at 1, .$1, 
Bonds purchased (at cost) 100,0 


$1,588,012.50 


Deduct: 
Bonds Sold (at cost) (loss $2,000.00)...... 103,375.00 
Investments as at December 31, 1948........ $1,484,637.50 
Uninvested funds as at January, $ 9,550.00 
Increase in uninvested 1,375.00 
Uninvested funds at December 31, 1948...... $10,925.00 


Invested and Uninve-ted Funds as at December 31, 1948.. $1,495,562.50 


Interest earned on investments and transferred 
to General Fund to apply on Research ex- 


Jostan J. Moore, Treasurer. 


AUDITOR’S REPORT 
To the Board of Trustees, 


American Medical Association, 
Chicago, Illinois. 


Dear Sirs: 

We have examined the balance sheet of the American Med- 
ical Association, as of December 31, 1948, and the related 
statement of income for the year then ended. Our examination 
was made in accordance with generally accepted auditing stand- 
ards and included such tests of the accounting records and such 
other auditing procedures as we considered necessary in the 
circumstances, except as hereinafter stated regarding confirma- 
tion of receivables. 


The cash and bank balances have been confirmed by count 
or by certificates from the depositaries. The United States 
Government and other marketable securities were confirmed by 
an acknowledgment from the Continental Illinois National Bank 
and Trust Company of Chicago where the securities are held 
for safekeeping. 

We did not independently confirm the accounts receivable 
by communication with debtors. The accounts receivable were 
reviewed as to age and collectibility and, in our opinion, the 
balances are fully realizable. 


Materials, supplies, work in progress, and publications on 
hand are stated in accordance with physical inventories taken 
and valued by employees under the direction of the manage- 
ment, and certified by officials of the Association as to descrip- 
tion, quantities, condition and valuation. We made tests of 
the physical existence of the quantities of certain items selected 
by us, thereby satisfying ourselves that the recording of the 
quantities was carried out effectively. We tested the prices 
and computations and satisfied ourselves as to the general 
basis of valuation. 

Expenditures charged to property and equipment accounts 
during the year, in our opinion, were properly capitalized as 
representing additions or improvements. The provision for 
depreciz.tion for the year appears to be reasonable. 

All liabilities of which we obtained knowledge in the course 
of our examination have received appropriate recognition. 
Attorneys for the Association state that the only litigation 
pending against the Association is a libel suit, which names 
the Association among others, and which in the opinion of the 
attorn ys will be defeated. 

In cur opinion, subject to the exception indicated in para- 
graph three, the accompanying balance sheet and statement of 
inconx present fairly the position of American Medical Asso- 
ciation on December 31, 1948, and the results of its operations 
for the year then ended, in conformity with generally accepted 
accounting principles applied on a basis consistent with that 
of the preceding year. 

Fidelity insurance is carried on all officers and employees 
under a comprehensive form policy covering loss through 
dishonesty, forgery, etc., in amounts ranging from $2,500.00 
to $50,000.00 (depending upon nature of loss) for each indi- 
vidual. 
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We have pleasure in reporting that the books are well main- 
tained and that every facility was afforded us for proper con- 
duct of the examination. 

Yours truly, 

Peat, Marwick, Mitcuett & Co. 


INDEX TO STATEMENTS 
Exhibit 
Balance Sheet as of December 31, 
Statement of Income for the year ended 


Schedule 
Publications (Peridocals) vo and Expenses for the year ended 


Expenses of Councils, Bureaus and Committees for the year ended 


eereee 


BALANCE SHEET 


As or DeEcemBeER 31, 1948 
ASSETS 
Exhibit “A” 
Property and Equipment—At Cost: 


Machinery and printing equipment Liebabesu 583,851.27 
Office and laboratory equipment............ 298,942.49 
2,270,408.91 

Less—Reserve for depreciation.........+ 1,227,431.22 1,042,977.69 

Building addition under construction...... P 252,663.20 

Type metal (book inventory)—-At average cost 38,932.76 

Total Property and Equipment.......... 1,663,347.63 


American Medical Association Research Fund: 
United States Government securities—At cost 
(valuation based on market quotations, 
$1, 456, 518. 75) eee et 1,484,637.50 
ash in bank. ee 10,925.00 1,495,562.50 
Marketable Securities—At cost (valuation based 
on market quotations, $4,608,178.50): 
United States Government securities........ 2,997,543.75 
Railroad, municipal, public utility and indus- 


trial bonds 1,676,406.39 4,673,950.14 
Representing investments of: 
Depreciation Reserve Fund 1,230,000.00 
Association Reserve Fund..... 350,000.00 
Building Reserve Fund.............. 450,000.00 
Retirement Reserve Fund............... 675,000.00 
Equipment Modernization Reserve Fund.. 700,000.00 
Cash Held by Treasurer for Investment...... 63,381.76 
Cash in Banks and on Hand........eeeeeeee% 206,327.88 
Accounts Receivable: 
Directory Report Service, 18th Edition. . 7,651.65 
Miscellaneous accounts receivable.......... 34,356.85 325,637.94 
Interest Accrued on Investments....... 28,863.05 
Inventories of Materials, Supplies, "Work | in 
Progress and Publications—At ee 273,698.52 
Expenditures on Publications in Progress..... 191,280.31 
Prepaid Expenses, Deposits and Advances: 
14,967.41 27,454.56 
Total ere $8,949,504.29 
LIABILITIES 
Accounts Payable and Accrued Expenses: 
Cooperative Medical Association Bureau.... $ 42,714.02 
Miscellaneous accounts 105,976.39 
Salaries and WageS...e. 19,255.47 
Taxes: 
Real estate pod personal property . eceetea 43,940.00 58,765.51 
Provision for completion costs of current 
year’s publications not yet issued......... 276,120.52 
Total Accounts Payable and Accrued Expenses...... 502,831.91 
Unexpired Subscriptions .....ccccccvccsvcces 593,243.90 
Deferred Credits—Directory sales anil report 
service, and other credits applicable to subse- 
49,485.73 
American Medical Association Research Fund 


1,495,562.50, 
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Net Worth: 
Association eee eee 350,000.00 
Retirement Reserve..........+.. 675,000.00 


rve. 
Equipment Modernization Reserve... 
Capital account: 
Balance at December 31, 
Excess of income over ex- 
penses for year ended De- 


cember 31, 1948.......-. 398,969.99 


4,133,380.25 6,308,380.25 
Total 


$8,949,504.29 


STATEMENT OF INCOME 
Exhibit “B” 


For tHe Year ENpep DeEcemBer 31, 1948 


Income: 
Fellowship dues $ 73,185.00 
ncome from investments. 138,912.11 
Miscellaneous receipts and ‘other income. — 17,700.74 
229,797.85 
Publications—Periodicals: 
2,519,306.84 
4,858,616.18 
Cost and expenses—Schedule “1”........ 3,309,453.42 1,549,162.76 
Books, pamphlets and reprints es 77,693.05 
Less—Printing and other costs. 89,228.57 (11,535.52) 
Expenst¢s: 
Conducting councils, bureaus and committees 
Legal and investigating...... 20,027.18 
Employees’ group annuities............ 146,115.02 
State unemployment tax.......... 9,461.46 
Federal social security taxes.......... Secor 23,685.92 1,368,455.10 


Income in Excess of Expenses........+ 


Parentheses enclose red figures. 


$ 398,969.99 


PUBLICATIONS (PERIODICALS) COSTS AND EXPENSES 


Schedule “1” 
For tHe YEAR ENDED DECEMBER 31, 1948 


Paper stock 580,791.28 
Engravings and illustrations........... 97,423.94 
Repairs and renewals.......... 11,770.84 
Postage—second ClasS Per. 97,066.40 
Subscription and advertising commissions..... 166,332.2 
Office supplies ......... 37,525.62 
Employees’ group hospital and life insurance............- 21,376.00 
a cost to complete issues of special journal publica: 
Loss on sale of equipment............... 126.34 
Loss on metal dross 234.75 
3,344,089.36 
Depreciation (based on estimated remaining life): 
Type and factory equipment............... 2,367.77 
Furniture and equipment........... 11,913.36 60,887.94 
3,494,977.30 
Deduct—Proportion of overhead expenses charged to other 
publications and 95,523.88 


$3,309,453.42 


Nore.—Total wages and salaries for the year 1948 amounted to 
$2,405,239.15. Of this amount, $1,322,204.82 is included above, $746,411.03 
is shown in Schedule ‘‘2”’ (expense of Councils, Bureaus, Associations and 
Special Committees), and the remainder, $336,623.30, was disbursed in 
connection with the 18th Edition of the American Medical Directory, now 
in preparation, and with the printing of books, reprints, pamphlets and 
printing in process at the close of the year. 
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BUREAUS AND COMMITTEES 
Schedule 


EXPENSES OF COUNCILS, 


For tHe YEAR ENpED DecemMBeER 31, 1948 


Salaries and wages ..... ..$ 746,411.03 
Office printing and binding. 39,001.83 
Office supplies and repairs.......cceecerccetesescccsvccens 26,040.51 
Express, telephone and telegraph...........0eeeecereeeees 15,289.24 
Educational material distributed. . 3,704.29 
Staff, officers and special travel......... 83,736.82 
Radio broadcasting and electrical transcriptions. 35,934.23 
Inspection of hospitals and medical schools.............+6++ 8,914.52 
Trustees’ meeting expense...... 16,674.84 
Section secretaries’ conference and honorariums............ 3,681.77 
State secretaries’ 10,169.77 
Council and bureau conferences. 56,555.76 
Sundry committee expenses. 40,427.55 


-$1,169,165.52 


Nore.—The above expenses are spread over the following Councils, 
Bureaus, and Committees as indicated: Association, $229,273.61; Bureau 
of Health Education, $119,153.31; Council on Pharmacy and Chemistry, 
$114,012.24; American Medical Association Laboratory, $42,576.69; Coun- 
cil on Physical Medicine, $41,831.48; Council on Foods and Nutrition, 
$26,214.77; Committee on Therapeutic Research, $6,416.20; Council on 
Medical Education and Hospitals, "3136, 807.19; Bureau of Legal Medicine 
and Legislation, $41,501.47; Bureau of Investigation, $13,761.18; Bureau 
of Medical Economic Research, $97,573.76; Council on Industrial Health, 
$49,990.20; Association and Bureau of Exhibits, $34,973.67; Council on 
Medical Service, $129,082.06; Council on National Emergency Medical 
Services, $19,616.70; Department of Press and Public Relations, $66,380.99. 


SUPPLEMENTARY REPORT OF 
BOARD OF TRUSTEES 


Report of Committee on Hospitals and the 
Practice of Medicine 


Dr. Henderson also presented the following report which was 
referred to the Reference Committee on Legislation and Public 
Relations but was later taken from that commiuce and referred 
to the Reference Commitee on Repe::s Boara of Trustees 
and Secretary: 

Appended as a part c/ this Repor’ of th. Committee on Hos- 
pitals and the Practice of “cJicine is a Summary of a Study 
Relating to the Corporate Practice of Merlicine i: the United 
States. This study was made and ‘.- s»mmary prepared by 
Mr. E. J. Holman of the Bureau «i Legal Medicine and 
Legislation. 

The corporate practice of medicine is distinctly illegal in all 
of the states in the Union with some minor exceptions. There 
has been statutory legislation in several states permitting certain 
modifications of these general laws. These differences are noted 
in the appended summary. 

It is stated in the Principles of Medical Ethics of the American 

Medical Association, Chapter I, Section 2: 
The ethical principles actuating and governing a group or clinic are 
exactly the same as those applicable to the individual. As a group or 
clinic is composed of individual doctors, each of whom, whether employer, 
employee or partner, is subject to the principles of ethics herein elaborated, 
the uniting into a business or professional organization does not relieve 
them either individually or as a group from the obligation they assume 
when entering the profession. 

Other sections of the Principles which have distinct bearing 
on the matters considered by this Committee are as follows: 

Cuaprer II], Articte V, Section 1,-Whenever there arises between 
physicians a grave difference of opinion which can not be promptly 
adjusted, the dispute should be referred for arbitration to a committee 
of impartial physicians, preferably the Board of Censors of a component 
county society of the American Medical Associatiun. 

Cuaprer III, Articte VI, Section 2.—It is unprofessional for a 
physician to dispose of his services under conditions that make it 
impossible to render adequate services to his patient or which interfere 
with reasonable competition among the physicians of a community. To 
do this is detrimental to the public and to the individual physician, and 
lowers the dignity of the profession, 

Craprer IIT, Article VI, Section 3.—By the term “contract prac- 
tice’’ as applied to medicine is meant the carrying out of an agreement 
between a physician or a gioup of physicians, as principals or agents, 
and a corporation, organization, political subdivision or individual, to 
furnish partial or full medical services to a group or class of individuals 
on the basis of a fee schedule, or for a salary or a fixed rate per capita. 


. 
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Contract practice per se is not unethical. However, certain features since the physician and the hospital are completely dependent 


or conditions if present make a contract uncthical, among which are: 
1. When there is solicitation of patients, directly or indirectly. 2. When 
there is underbidding to secure the contract. 3. When the compensation is 
inadequate to assure good medical service. 4. When there is interference 
with reasonable competition in a community. 5 When free choice of a 
physician is prevented. 6. When the conditions of employment make it 
impossible to render adequate service to the patients. 7. When the con- 
tract because of any of its provisions or practical results is contrary to 
sound public policy. The phrase “free choice of physician,’ as applied 
to contract practice, is defined to mean that degree of freedom in choosing 
a physician which can be exercised under usual conditions of employment 
between patient and physician when no third party has a valid interest 
or intervenes. The interjection of a third party who has a valid interest 
or who intervenes does not per se cause a contract to be unethical. 
A “valid interest’’ is one where, by law or necessity, a third party is 
legally responsible ecither for cost of care or for indemnity. ‘“‘Inter- 
vention” is the voluntary assumption of partial or full financial responsi- 
bility for medical care. Intervention shall not prescribe endeavor by 
component or constituent medical societies to maintain high quality of 
service rendered by members serving under approved sickness service 
agreements between such societies and dagmemenics boards or bureaus 
and approved by the respective societies 

Each contract should be considered on its own merits and in the light 
of surrounding conditions. 
temporary, or local results. The decision as to its ethical or unethical 
nature must be based on the ultimate effect for good or ill on the people 
as a whole. 

Cuapter III, Articre VI, Section 5.—It is unprofessional for a 
physician to dispose of his professional attainments or services to any 
lay body. organization, group or individual, by whatever name called, 
or however organized, under terms or conditions which permit a direct 
profit from the fees, salary, or compensation received to accrue to the 
lay body or individual employing him. Such a procedure is beneath 
the dignity of professional practice, is unfair competition with the pro- 
fession at large, is harmful alike to the profession of medicine and the 
welfare of the people, and is against sound public policy. 

Conctvusion.—While the foregoing statements express in a general way 
the duty of the physician to his patients, to other members of the pro- 
fession and to the profession at large, as well as of the profession to 
the public, it is not to be supposed that they cover the whole field of 
medical ethics, or that the physician is not under many duties and 
obligations besides these herein set forth. In a word, it is incumbent 
on the physician that under all conditions, his bearing toward patients, 
the public and fellow practitioners should be characterized by a gentle- 
manly deportment and that he corstantly should behave toward others as 
he desires them to deal with him. Finally, these principles are primarily 
for the good of the public, and their enforcement should be conducted 
in such a manner as shall deserve and receive the endorsement of 
the community. 


After consideration of these principles and of the summary, 
it must be concluded that the over-all policy of the American 

fedical Association shall be that it is illegal, with the excep- 
uons noted, and unethical for any lay corporation to practice 
x»edicine and to furnish medical services for a professional fee 
whic shall be so divided as to produce profit for a lay employer, 
either individual or institutional (hospitals and medical schools). 

Expl.nation: Therefore, hospitals and medical schools cannot 
charge patients fees for medical services rendered by physicians 
even though the physicians are full time employees of an indi- 
vidual or of an institution. However, .nere can be no objection 
to the physicians so employed setting the fees for their individual 
services. These fees siav ve collected by any agency, the 
expenses incident to management and development of any physi- 
cians’ department or of any other departments in the institution 
may be deducted, but the balance must be paid to the physician. 
If the physician for any reason wishes to refund to the individual 
employer, the hospital or the medical school all excess profes- 
sional fees over and above his salary and the expenses of his 
department, or any part thereof for the improvement of the 
facilities for the public benefit of the institution employing him, 
that is his privilege and no one can object. 

Clinics connected with hospitals or medical schools should 
have identical rights and privileges. 

In insurance programs the hospitals that furnish medical ser- 
vices by full time professional employees must work under the 
identical ethical standards as do independent practitioners work- 
ing under the fee system in voluntary institutions; namely, Blue 
Cross should provide only hospital services; Blue Shield should 
supply all the medical services including pathologic, roentgeno- 
logic, anesthesiologic and physicotherapeutic services as well as 
all other medical services rendered in the hospital or by those 
hospitals controlled by medical schools. The licensed physician 
is the only person legally qualified at present to render medical 
services to any individual. 

If this be so, then the medical profession should be dominant 
in the physician-hospital relationship in all circumstances, but 


Judgment should not be obscured by immediate, 


on each other, it is incumbent on both to be completely interested 
in all phases of their scientific and financial relationships. This 
means that the professional staff of the hospital has definite 
responsibilities not only toward other members of the profes- 
sional staff, whether active or courtesy, but also toward hospital 
management. The finances of the institution in which a 
physician does his professional work are definitely of importance 
to him and to the professional staff, and the proper considera- 
tion must be given to these finances if the hospital is to work 
efficiently and remain the work shop of the physicians. We 
must recognize in a general way the two types of hospitals (not 
government controlled), the so-called closed and the open staff 
institutions. The situation in the “closed staff” hospital is 
slightly different from the situation in hospitals with the so-called 
open staff. However, in practice the results are about the same 
except that in the open hospital the appointed staff is usually 
given a preferential rating for private beds. Physicians appointed 
to active staff duty and given courtesy staff privileges are usually 
selected by the staff of the institution from legally eligible 
physicians who have been more or less carefully selected for 
their ability and ethical conduct. The recommendations of the 
staff are usually accepted by the management of the hospital 
through its boards of managers or trustees. It must also be 
remembered that to be approved by the boards of medical 
licensure, the American Medical Association and the American 
College of Surgeons, certain requirements are mandatory to the 
institution; namely, that it have a full time pathologist and a 
full time roentgenologist. As a rule, the staff of a hospital 
elects an executive committee, or works under an appointed 
executive committee, to advise the lay officers of the institution 
on purely professional matters and recommends who may or 
who may not use the institution for their professional work. 
Unfortunately, in many instances, the financial matters of the 
lay hospital management have been no affair of the staff or of 
its professional executive committees. This is wrong and prob- 
ably the cause of most of the differences of opinion. 

Every professional man on the appointed staff should have a 
voice in the professional management of the institution. The 
pathologist, roentgenologist, anesthesiologist and the physical 
therapist, if physicians, as well as the other professional staff 
members, should have equal standing as active members of the 
staff, and the executive committee of the general staff should 
have some say as to who should head any department in the 
hospital where they work, even if some are salaried employees 
of the organization in charge of departments. The finances of 
the hospital are of grave importance to the staff. Without 
proper facilities the services rendered to the public are in 
jeopardy and these public services are the all important function 
of both hospital and staff 

It is therefore the opinion of the committee that most contro- 
versies between management and the professional staff, either 
individually or collectively, should be settled at the local level 
and the professional opinion should be the deciding factor. If 
management and staff cannot honestly settle their differences 
satisfactorily at the institutional level, machinery should be set 
up by the county medical society to study the problem and an 
attempt made to settle the dispute. If no results are possible 
then the matter should be referred and all parties heard by a 
committee at the state medical association level, and if agree- 
ment cannot then be reached between the disputing parties, the 
matter should be relayed to the Judicial Council of the American 
Medical Association either as charges by a staff member against 
the staff or the staff against the hospital or the hospital against 
the staff, and a decision rendered. This might call for some 
cooperation between the Judicial Council of the American Medi- 
cal Association and the American Hospital Association, 

Every constituent state and territorial medical association has 
agreed to help in all of these matters in the foregoing outline 
of action, 

There can be no exploitation of the doctor or of the hospital 
if all persons concerned in management and on the professional 
staff will work together to supply the greatest possible good 
quality medical and hospital service to the public. 

Most of these matters can be settled at the hospital or county 
level. Therefore it is suggested that when resolutions concern- 
ing these matters come before the House of Delegates of the 
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American Medical Association they should be ruled out of order 
as they consume the valuable time of the House and because 
the machinery already exists in the Association whereby charges 
of unethical conduct may be directly referred to the Judicial 
Council for direct action. It is therefore recommended that after 
all efforts at the local and state levels have been exhausted, the 
charges of unethical conduct by either members of the profession 
or by hospital management should be brought to the Judicial 
Council for examination. If the Judicial Council, working with 
a similar committee of the American Hospital Association, can- 
not adjudicate the specific matter and finds ethical and legal 
compromise impossible, then suitable action should be taken 
against the professional men found guilty. The authority for 
this is found in the Constitution and By-Laws of the American 
Medical Association as follows: 


Cuarter I11—Disctrptinary Action.—-In all controversies between a 
member and his component society or constituent association, an appeal 
may be made to the Judicial Council on questions of law and procedure 
only, but not of fact. The appeal shall be perfected within six months 
following the date of decision by the constituted authority of the con- 
Stituent association in question. In addition to such disciplinary action 
as may be taken under the constitution and by-laws of the component 
society and constituent association to which the member belongs, the 
House of Delegates on the recommendation of the Judicial Council and 
after due notice and hearing may censure, suspend or expel any member 
for an infraction of the Constitution or these By-Laws or for a violation 
of the Principles of Medical Ethics. The hearing may be held by the House 
or by a committee appointed by it for that purpose. 

CHapter X, SEcTION 4—STANDING Duties. 2, The 
Judicial Council.—The judicial power of the Association shall be vested 
in the Judicial Council, whose decision shall be fina 

The Council shall have original jurisdiction in (a) all questions involv- 
ing Fellowship in the Scientific Assembly or the obligations, rights an 
privileges of Fellowship; (6) all controversies arising under this Con- 
stitution and By-Laws and under the Principles of Medical Ethics to 
which the American Medical Association is a party, and (c) controversies 
between two or more constituent associations or their members; between 
a constituent association and a component society or societies of another 
constituent association or associations or their members. 

he Council shall have appellate jurisdiction in questions of law and 
procedure but not of fact in all cases which arise between a constituent 
association and one or more of its component socicties, between com- 
ponent societies of the same constituent association, between a member 
or members and the component society to which said member or members 
belong or between members of different component societies of the same 
constituent association. The period of time within which appeal to the 
Council may he taken shall be limited to the six months immediately 
following the date of decision by the constituted authority of a con- 
Stituent association 

The Council shall have jurisdiction on all questions of medical ethics 
and the interpretation of the laws of the Association. 

The Council at its discretion may investigate general professional 
conditions and ail matters pertaining to the relations of physicians to 
one another and to the public, and may make such recommendations to 
the so of Delegates or the constituent associations as it deems 
necessa 

The Genii shall have authority to request the President to appoint 
investigating juries to which it may refer complaints or evidence of 
unethical conduct which in its judgment are of greater than local concern. 
Such investigating juries, if probable cause for action be shown, shall 
submit formal charges to the President, who shall appoint a prosecutor 
to prosecute such charges against the accused before the Judicial Council 
in the name and on behalf of the American Medical Association. The 
Council may acquit, admonish, suspend or expel the accused. 


If a hospital or other lay group is found guilty and will not 
cooperate within ethical and legal limits, it is recommended that 
the Judicial Council shall order the withdrawal of the Associa- 
tion’s approval of that institution. This authority has been 
given by the By-Laws te the Judicial Council. 

This Commitcee can find 1:0 better recommendations to estab- 
lish principles governing the pvoper relations between physicians 
and hospitals than those adopted by the Massachusetts Medical 
Society, nor‘nally called “The McKittrick Report” : 


1. That th medical costs of hospital care be separated from the non- 
medical costs, as can be done by ex sting and accepted methods ‘of cost 
accounting, aad that they appear thus separated on the statement sub- 
mitted to the patient. 

2. That a basic principle in the establishment of charges should be 
that each department be self supporting. This principle should be so 
applied that neither the hospital nor the physician rendering the service 
shall exploit the patient or each other. 

3. That fees for medical services which are collected by the hosp‘tal 
be estiblished by joint action of a representative committee of the staff, 
to include the head of the department, and the administrator and the 
governn.g body of the hospital. 

4. That the basis of financial arrangement between hospital and physi- 
cian may be salary, commission, fees, or such other method as will best 
meet the local situation, with due regard to the needs of the patient, the 
community, the hospital and the physician, 

5. That bills for all mcdical services be rendered in the name of the 
piysician or physicians performing the services. 
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It is the opinion of the Committee that acceptance and practice 
of these principles will clarify the confusion which now exists 
regarding responsibility for the payment of medical hospital 
services and non-medical hospital services as defined above, by 
prepayment and other insurance plans and should be adopted. 


Respectfull bmitted, 
— Hess, Chairman. 


Wa ter G. PHIPPEN. 
Joun CLINE. 

Epwin S. HAMILTON, 
WALTER E. VEsT. 


SUMMARY OF A STUDY RELATING TO THE CORPORATE PRACTICE 
OF MEDICINE IN THE UNITED STATES 


The House of Delegates of the American Medical Associa- 
tion at its annual session held in Chicago, on June 24, 1948, 
adopted a Report of the Committee on Hospitals and the Prac- 
tice of Medicine which contained the following section: 

Because of the difference in the laws of the various states, your 
Committee recommends that the Bureau of Legal Medicine and Legis- 
lation of the American Medical Association be instructed immediately 
to make a study of the various state laws defining the legal status of 
corporations attempting to practice medicine in the various states, defining 
in each instance the differences in the various state laws concerned with 
this problem, and that, if necessary, legislation be prepared by the Bureau 
of Legal Medicine and Legislation which will define all of these matters 
so that uniform legislation to simplify legal interpretations may be pre- 
pared and supported by the American Medical Association to insure the 
legality of the action taken. 


Pursuant to this request, the Bureau of Legal Medicine and 
Legislation has made a survey which has included a study of 
(1) the provisions contained in state medical practice acts and 
in the state laws under which incorporation can be effected, (2) 
pertinent court decisions and (3) opinions rendered by state 
attorneys general. 

While consideration has been given to enabling acts under 
which medical and hospital prepayment plans may be inaug- 
urated, it has been concluded that the inclusion in this study of 
anything approximating an analysis of such provisions of these 
acts as may relate, directly or indirectly, to the corporate prac- 
tice of medicine would unduly extend the report of the survey 
without supplying any essential data requested in the action 
taken by the House of Delegates as indicated. 

Furthermore, a determination of whether a particular medical 
or hospital plan does or does not contemplate the corporate 
practice of medicine or whether particular acts committed by 
corporations constitute the practice of medicine are questions 
possibly related to the subject of the study, but answers to 
which are not essential to the objective of the study as described 
in the Report of the Committee on Hospitals and the Practice 
of Medicine; namely, a determination of “the legal status of 
corporations attempting to practice medicine in the various 
states.” 

GENERAL RULE 

The general rule with respect to the legality of the corporate 
practice of medicine is succinctly stated in 13 American Juris- 
prudence, under the section relating to Corporations, as follows: 

Section 837. While a corporation is in some sense a person and for 
many purposes is so considered, yet, as regards the learned professions 
which can only be practiced by persons who have received a license to 
do so after an examination as to their knowledge of the subject, it is 
recognized that a corporation cannot be licensed to practice such a 
profession. 

A corporation cannot be licensed to carry on the practice of medicine. 
Nor, as a general rule, can it engage in the practice of medicine, surgery, 
or dentistry through licensed employees. 

Scetion 739. It is well settled that a corporation has only such powers 
as are expressly granted in its charter or in the statute under which it 
is created or such powers as are necessary for the purpose of carrying 
out its expressed powers and the object of its incorporation. 


And again, in 41 American Jurisprudence, under the section 
dealing with Physicians and Surgeons, the general rule is stated 
as follows: 


Section 20. It is the majority rule that a corporation cannot engage 
in the practice of medicine, and that neither a corporation nor any other 
unlicensed person or entity may engage, through licensed employees, in 
the practice of medicine or surgery, dentistry, or any of the limited 
healing arts, although, as appears later, some of the courts qualify or 
disregard the rule in favor of the practice of optometry. A _ statute 
permitting corporations for profit to be organized for any lawful purpose 
does not authorize the organization of corporations to engage in the 
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practice of medicine where a statute regulating such practice contemplates 
only the licensing of individuals, 

A medical practice act, in so far as it precludes a corporation from 
practicing medicine through its licensed employees, is no. an unreasonable 
exercise of the police power violative of the constitutional guaranty of 
due process. 


In Volume 1, Fletcher’s Cyclopedia on Corporations, a recog- 
nized authority on corporation law, it is said, on page 339: 

A statute authorizing the formation of corporations to carry on any 
lawful business does not include the work of the learned professions. 
Such an innovation with the evil results that might follow would require 
the use of specific language clearly indicating that intention. The reasons 
lie deeper than lack of statutory sanction for it. Human _ personal 
qualifications for such professions cannot be possessed by a corporation. 
They would inhere in the members as distinct from the corporation, 
and it could not have the power to do illegally an act requiring a 
license which only they could obtain. Neither the practice of law nor the 
practice of medicine or dentistry is a permissible corporate object. This 
has also been extended to other professions of the healing art which have 
been given a legal recognition and license. 


Mepicat Practice Acts GENERALLY 

As a general rule, the medical practice acts of the several 
states contain no provision expressly prescribing the corporate 
practice of medicine. All of such acts, however, do set up 
requirements for licensure, such as a preprofessional requirement, 
a citizenship and a basic science requirement in some states, an 
age requirement, a requirement of good character, graduation 
from an accredited medical school, an internship in most states, 
and the passing of an examination. None of these requirements 
can be met by a corporation, which is a legal entity, except 
possibly the age requirement. These medical practice acts, then, 
by indirection prohibit the corporate practice of medicine in the 
absence of exceptions that may be contained in them or possibly 
in the absence of statutory authorization contained in other 
enactments. 

Court Decisions IN GENERAL 

In five states (California, Colorado, Illinois, Indiana and 
South Dakota) and in the District of Columbia, the courts have 
said that the corporate practice of medicine is illegal, under the 
facts involved in the particular cases. In Minnesota and Wash- 
ington the courts have held that the operation of clinics by 
laymen through the agency of duly licensed doctors of medicine 
is unlawful and in the Minnesota case the court said that 
“neither a corporation or lay person can practice medicine by 
employing a licensed physician.” 

Additionally, in sixteen states, court decisions have been ren- 
dered declaring illegal the corporate practice of allied groups 
in the field of the healing art (Arizona, Arkansas, Connecticut, 
Florida, lowa, Kansas, Kentucky, Massachusetts, Michigan, New 
Jersey, New York, Ohio, Pennsylvania, South Carolina, Wash- 
ington and West Virginia). The reasoning pursued by the courts 
in reaching these decisions may be applied with equal force to 
the corporate practice of medicine. 

In seventeen states, no court decisions have been rendered 
applicable either specifically to the corporate practice of medi- 
cine or to the corporate practice of allied groups of professions 
(Alabama, Delaware, Idaho, Louisiana, Maine, Mississippi, 
Montana, North Carolina, Nevada, New Hampshire, New 
Mexico, North Dakota, Oklahoma, Rhode Island, Tennessee, 
Vermont and Wyoming). In some of these states, however, 
as indicated hereinafter, either formal or informal opinions have 
been rendered by state attorneys general relative to the cor- 
porate practice of medicine, including the following states: 
Louisiana, Oklahoma and Tennessee. 

In four states (Missouri, Nebraska, Oregon and Texas) court 
decisions have been rendered which apparently are in conflict 
with the general rule, holding either that the corporate practice 
of medicine generally is lawful or that the particular acts 
involved in the case, although constituting the practice of medi- 
cine as that term is generally understood, do not involve the 
corporation in the illegal practice of medicine. 

A Virginia court decision construing an exemption pertaining 
to hospitals in the state medical practice act holds that the 
exemption does not permit a hospital to engage in the practice 
of medicine within the intent of the broad statutory meaning of 
that term but only authorizes it to render to its patients such 
medical care and attention as is customarily engaged in by 
hospitals in the proper conduct of their businesses. 
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Formal opinions of state attorneys general have been rendered 
in ten states. Eight of these opinions declare the corporate 
practice of medicine or of allied groups in the field of the 
healing arts to be contrary to law (California, New York, Ohio, 
Oklahoma, Pennsylvania, Tennessee, Utah and Washington). 
Opinions in Nebraska and Texas are to the contrary. A recent 
New York ruling holds that certain specialties, though the prac- 
tice of medicine, may be furnished by a hospital service cor- 
poration. 

In three other states (Florida, Louisiana and Washington), 
the offices of the attorneys general have declared informally the 
corporate practice of medicine to be illegal. 


A REsuME State By STATE 

Alabama.—There have been neither court decisions nor opin- 
ions from the office of the attorney general bearing directly or 
indirectly on the legality of the corporate practice of medicine. 
The medical practice act of the state sets up the customary 
qualifications to be possessed by those engaging in the practice 
of medicine, and these requirements cannot be possessed by a 
corporate entity. 

Arizona.—While there is no court decision or opinion from 
the office of the attorney general dealing specifically with the 
right of a corporation to practice medicine, there is a court 
decision declaring illegal the corporate practice of optometry 
and the reasons advanced by the court in that case are equally 
applicable to a question involving the corporate practice of 
medicine. 

Arkansas.—There have been no court decisions in Arkansas 
nor any opinions rendered by the office of the attorney general 
dealing specifically with the legality of the corporate practice 
of medicine. A decision of the supreme court of the state, 
however, has held that under the provisions of the state 
optometry act, a corporation may not engage in the practice of 
optometry by hiring optometrists lawfully authorized in their 
own right to practice. 

California.—There is a provision in the medical practice act 
of California which in effect provides that corporations and 
other legal entities have no professional rights, privileges or 
powers under the act. 

There have been a number of decisions by the Supreme Court 
of California involving either directly or indirectly the legality 
of the corporate practice of medicine. In two cases, the court 
held specifically that the corporate practice of medicine was 
illegal. In a third, it was held that the corporate practice of 
dentistry was illegal and in a fourth, that the corporate practice 
of chiropody was illegal. 

In a fifth, the court had under consideration the prepayment 
medical care plan sponsored by the California Medical Associa- 
tion and operated under specific legislative authority. The 
court in that case, while not referring definitely to the legality 
of the corporate aspect of the plan, upheld the plan. 

An opinion rendered by the office of attorney general of 
California holds (1) that a hospital organized not for profit 
may not lawfully engage in the practice of medicine, and (2) 
that such a hospital that hires physicians on a salary basis and 
bills the patients for the services of such physicians, the fees 
being unrelated to the compensation paid to the physician by 
the hospital, is unlawfully engaged in the practice of medicine. 

Colorado.—The medical practice act of this state contains a 
provision specifically prohibiting the practice of medicine by 
any person as an employee or agent of a corporation except 
where such physician renders medical care to employees of that 
corporation. 

There have been seven decisions by the Supreme Court of 
Colorado holding that the corporate practice of dentistry is 
illegal. The reasoning, in general, used by the court in reaching 
its decision in these cases would seem to be applicable to the 
corporate practice of medicine. 

Another decision of the supreme court held that a physician 
licensed to practice medicine could associate himself with a 
layman but only to the extent that his activities were covered 
by the laws regulating the practice of optometry. 
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Another decision by the supreme court, involving a suit for 
damages against a hospital and a surgeon who was employed 
by the hospital, held that the suit against the hospital should 
be dismissed on the ground that “a hospital, a corporation as 
here, cannot be licensed to and cannot practice medicine.” 

A request for information concerning any opinions rendered 
by the office of the attorney general brought no response. 

Connecticut.—This state has a law which proscribes the prac- 
tice of radiology by any person other than a person holding a 
license to practice medicine, osteopathy or dentistry or unless 
such practice is carried on under the prescription, direction or 
supervision of such practitioners. This law, however, provides 
that its provisions shall not apply to the use of x-rays for 
diagnostic purposes. The office of attorney general has rendered 
no opinion concerning the corporate practice of medicine. 

A decision by the Supreme Court of Errors holds that an 
optometrist may not lawfully engage in the practice as an 
employee of a corporation which bills the patient for services 
rendered by the optometrist and where the optometrist is paid 
a regular salary plus commission by the corporation. 

Delaware.—There have been neither court decisions nor opin- 
ions from the office of the attorney general bearing directly or 
indirectly on the legality of the corporate practice of medicine. 
The medical practice act of the state sets up the customary 
qualifications to be possessed by those engaging in the practice 
of medicine, and these requirements cannot be possessed by a 
corporate entity. 

District of Columbia.—The healing arts practice act exempts 
from its provisions certain clinical and radiographical labora- 
tories in operation at the time of its effective date, Jan. 1, 1928. 

A decision by the District Court of the United States for 
the District of Columbia held that the operation of a prepayment 
medical care program by a corporation did not constitute the 
corporate practice of medicine. In the opinion of the court a 
group of individuals may incorporate themselves for their own 
mutual benefit and contract with a physician or a group of 
physicians for a stipulated period at a fixed compensation with- 
out violating the healing arts practice act. 

Another court decision in the District of Columbia held that 
the corporate practice of optometry is not illegal for the reason 
that optometry is not a learned profession as are law and 
medicine. 

Florida.——There are no decisions in this state relating spe- 
cifically to the corporate practice of medicine. There is a court 
decision holding that the corporate practice of optometry is 
illegal. 

The office of the attorney general has rendered an informal 
opinion to the effect that the corporate practice of medicine is 
not lawful under the laws of the state, that the privilege of 
practicing medicine is confined to individuals. 

Georgia.—A decision of the supreme court holds that the 
corporate practice of optometry is lawful because such practice 
is not prohibited by the optometry practice act. Another deci- 
sion declares unlawful the practice of law by corporations for 
the reason that such a legal entity as a corporation may not 
comply with the requirements imposed on applicants for licenses 
to practice law. The office of attorney general has rendered no 
opinion bearing on the question of the cerporate practice of 
medicine. 

Idaho—The corporation code specifically provides that no 
corporation shall be organized to practice any profession with 
the exception that corporations may be created to erect, own 
and conduct hospitals and sanatoriums for receiving and caring 
for patients, their medical, surgical and hygienic treatment. 

There are no court decisions or opinions of the office of 
attorney general bearing directly or indirectly on the legality 
of the corporate practice of medicine. 

Illinois —The state supreme court has held that a corporation 
may not be organized to engage in the practice of medicine. 

In three other cases, the courts have held that the corporate 
practice of dentistry constitutes a violation of the dental prac- 
tice act. 

A request for information concerning any opinions rendered 
by the office of attorney general brought no response. 
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Indiana.—The supreme court has held that a hospital may 
not lawfully engage in the practice of medicine nor can physi- 
cians practice as agents of such institutions. The office of 
attorney general has rendered no opinion concerning the legality 
of the corporate practice of medicine. 

In another case, the supreme court held that a corporation 
all of whose directors were licensed to practice medicine could 
not lawfully make a contract in its own name purporting to 
bind it to treat disease because such a contract would be ultra 
vires unlawful and contrary to public policy. 

lowa—There are no court decisions relating specifically to 
the corporate practice of medicine. 

One decision by the supreme court holds that the corporate 
practice of dentistry is illegal for reasons that are equally 
applicable to the corporate practice of medicine. In two other 
cases, the corporate practice of optometry was declared to be 
unlawful. 

A request for information concerning any opinions rendered 
by the office of attorney general brought no response. 

Kansas.—The state corporation code provides that corpora- 
tions may not be formed for purposes of engaging in a learned 
profession. 

The corporate practice of optometry has been declared unlaw- 
ful by the supreme court for reasons that are equally applicable 
to the corporate practice of medicine. 

No court decisions have been rendered involving specifically 
the corporate practice of medicine, and a request for information 
concerning any opinions rendered by the office of attorney 
general brought no response. 

Kentucky.—The medical practice act of Kentucky specifically 
includes the practice of anesthesiology as including the practice 
of medicine. 

There have been no court decisions concerning the legality 
of the corporate practice of medicine. Neither has there been 
any formal opinion from the office of the attorney general. 

In a case involving the corporate practice of optometry, the 
court held that while the word “person” may include a cor- 
poration, the latter cannot be licensed to practice a learned pro- 
fession, which can only be done by an individual who has 
received a license to do so after proving his qualifications and 
knowledge of the subject. 

Louisiana.——The medical practice act specifically includes, as 
the practice of medicine, the examination of any material from 
a person for the purpose of diagnosing, treating or curing 
disease. 

There have been no court decisions or any opinions from 
the office of the attorney general relating. to the corporate prac- 
tice of medicine either directly or indirectly. It has been 
reported, however, that the office of the attorney general believes 
that when the question is presented either to him or to the 
courts the general rule will be followed. 

Maine.—There have been no court decisions bearing directly 
or indirectly on the legality of the corporate practice of medi- 
cine. The medical practice act of the state sets up the customary 
qualifications to be possessed by those engaging in the practice 
of medicine and these requirements cannot be possessed by a 
corporate entity. 

A request for information concerning any opinions rendered 
by the office of attorney general brought no response. 

Maryland—There have been no decisions of the courts or 
opinions rendered by the office of the attorney general relating 
definitely to the practice of medicine by corporations. 

A court decision does hold that the corporate practice of 
optometry is not unlawful because of the fact that optometry 
is not a learned profession. 

Massachusetts —There are no court decisions or opinions 
rendered by the office of the attorney general relating specifi- 
cally to the legality of the corporate practice of medicine. 

A decision of the Supreme Judicial Court holds that the 
corporate practice of optometry is unlawful for reasons that 
are equally applicable to the corporate practice of medicine. 
Another court decision declares unlawful the corporate prac- 
tice of law for reasons similar to those advanced in the optom- 
etry case. 
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Michigan.—There are no court decisions or opinions of the 
office of the attorney general relating to the legality of the 
corporate practice of medicine. 

A decision holds that the optometry practice act does not 
preclude the operation of an optometric department by a 
corporation. Another decision holds that one not licensed to 
practice dentistry cannot operate a dental parlor through the 
agency of a licensed employee. 

Minnesota—A court decision holds that the science of diag- 
nosing human disease is the practice of medicine and that it 
is improper and contrary to statute and public policy for a 
corporation or lay person to practice medicine by employing 
a licensed physician. 

A request for information as to any opinion rendered by the 
office of the attorney general has brought no response. 

Mississippi—There have been neither court decisions nor 
opinions from the office of the attorney general bearing directly 
or indirectly on the legality of the corporate practice of medi- 
cine. The medical practice act of the state sets up the cus- 
tomary qualifications to be possessed by those engaging in the 
practice of medicine. and these requirements cannot be possessed 
by a corporate entity. 

Missouri—A court decision holds that a corporation whose 
purpose was described as “furnishing treatment for hernia and 
medical and surgical treatment for all other diseases” may 
not be restrained from entering into contracts with persons 
to supply medical treatment or from entering into contracts 
with physicians to render that medical treatment. 

In a more recent decision concerning optometry the afore- 
mentioned case was cited with approval by the supreme court 
when it held in the latter case that a corporation advertising 
the availability of optical services in its department store and 
receiving the receipts from the optical department was not 
unlawfully practicing optometry within the meaning of the 
optometry practice act. 

A request for information as to whether or not any opinion 
has been rendered by the office of the attorney general brought 
no response. 

Montana.—There have been no court decisions bearing 
directly or indirectly on the legality of the corporate practice 
of medicine. The medical practice act of the state sets up the 
customary qualifications to be possessed by those engaging in 
the practice of medicine, and these requirements cannot be 
possessed by a corporate entity. 

A request for information concerning any opinions rendered 
by the office of attorney general brought no response. 

Nebraska.—Court decisions have held that while individuals 
who actually practice medicine must be licensed, nothing in 
the state medical practice act can be held to prevent licensed 
practitioners or others from forming a corporation and from 
contracting with patients in the corporation’s name to furnish 
them medical attention. 

A formal opinion of the attorney general follows the ruling 
of the cases referred to and held that a corporation may law- 
fully engage in the practice of dentistry. 

Nevada.—There have been neither court decisions nor opin- 
ions from the office of the attorney general bearing directly or 
indirectly on the legality of the corporate practice of medicine. 
The medical practice act of the state sets up the customary 
qualifications to be possessed by those engaging in the practice 
of medicine, and these requirements cannot be possessed by a 
corporate entity. 

New Hampshire-—There have been neither court decisions 
nor opinions from the office of the attorney general bearing 
directly or indirectly on the legality of the corporate practice 
of medicine. The medical practice act of the state sets up the 
customary qualifications to be possessed by those engaging in 
the practice of medicine, and these requirements cannot be 
possessed by a corporate entity. 

New Jersey —There are no decisions in this state relating 
specifically to the corporate practice of medicine. There is a 
court decision holding that the corporate practice of optometry 
is illegal because statutory provisions in this state provide tor 
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the issuance of a license to practice optometry only to those 
who have met certain qualifications and corporations cannot 
possess those qualifications. 

A request for information concerning any opinions rendered 
by the office of the attorney general brought no response. 

New Mexico—There have been neither court decisions nor 
opinions from the office of the attorney general bearing directly 
or indirectly on the legality of the corporate practice of medi- 
cine. The medical practice act of the state sets up the cus- 
tomary qualifications to be possessed by those engaging in the 
practice of medicine and these requirements cannot be possessed 
by a corporate entity. 

New York.—The medical practice ‘act contains a_ section 
which provides that the act shall not be construed to prevent 
a corporation organized under section 9c of the insurance 
law (authorizing medical service plans) from employing duly 
licensed physicians or from entering into contracts with duly 
licensed physicians or with groups or partnerships of duly licensed 
physicians to practice medicine on its behalf for persons insured 
under its contracts. 

Three court decisions have said respectively (1) that under a 
section of the state membership corporation law enacted in 1895 
(subsequently modified) hospitals may lawfully practice medicine 
through a staff of licensed physicians; (2) that a tax supported, 
municipally operated public hospital by virtue of the city code 
of ordinances may include in its bill for hospital services charges 
for medical services performed by members of its staff and, by 
virtue of the city code, does not violate the law by practicing 
medicine through the agency of natural persons who are 
licensed, and (3) that a proprietary hospital is a place where 
the sick or infirm may be treated by physicians expressly or 
impliedly employed by them and that such a hospital, on the 
contrary, not having the benefit of legislative exemption, may 
not collect from patients for medical or surgical services per- 
formed therein. 

In other court decisions relating to the corporate practice of 
allied groups in the field of the healing art it has been held 
respectively (1) that a corporation cannot lawfully practice 
dentistry in the state by employing a licensed dentist to do the 
work; (2) that the Secretary of State correctly refused to issue 
a certificate of incorporation to a group whose proposed purpose 
among others was to “transact and carry on the optical busi- 
ness . . . provided it employed only licensed optometrists to do 
the work,” and (3) that a corporation may lawfully employ a 
licensed chiropodist because between him and those whom he 
treats there is no confidential and trust relationship such as 
exists between physician and patient. 

There are three opinions that have been rendered by the office 
of the attorney general relating to the corporate practice of 
medicine. One, rendered in 1929, held that a corporation may 
not be permitted under the provisions of the medical practice 
act to employ specialists to make physical examinations of per- 
sons as such acts would amount to the practice of medicine. The 
second, rendered in 1935, holds that a business corporation may 
not be organized to contract with individuals to obtain medical 
service for them and to contract with physicians to treat and 
care for such individuals. An opinion of the attorney general 
dated Sept. 14, 1948, holds that a hospital service corporation 
organized and operating under Article 9c of the insurance law 
may furnish to subscribers radiology, pathology, anesthesiology 
and physical therapy as a part of hospital service and for the 
purpose of the opinion it is accepted that radiology, pathology, 
anesthesiology and physical therapy are medical services and the 
practice of medicine. 

North Carolina.—The medical practice act provides specifically 
that the practice of radiology constitutes the practice of medicine. 
There are no court decisions relating to the corporate practice 
of medicine. 

The medical practice act sets up the customary qualifications 
to be possessed by those engaging in the practice of medicine, 
and these requirements cannot be possessed by a corporate entity. 

A request for information concerning any opinions rendered 
by the office of the attorney general brought no response. 

North Dakota.—There have been no court decisions bearing 
directly or indirectly on the legality of the corporate practice of 
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medicine. The medical practice act of the state sets up the 
customary qualificaticns to be possessed by those engaging in 
the practice of medicine, and these requirements cannot be pos- 
sessed by a corporate entity. 

A request for information concerning any opinions rendered 
by the office of the attorney general brought no response. 

Ohio.—The supreme court has held in one case that the 
Secretary of State rightly refused to accept the application for 
a charter of a group desiring to incorporate to practice optom- 
etry, and in another case that a corporation may not directly or 
indirectly engage in the practice of optometry. 

The attorney general has ruled that the corporate practice 
of dentistry is unlawful. 

Oklahoma.—There are no court decisions relating specifically 
to the corporate practice of medicine. The medical practice act 
contains a section which sets out certain duties of “all firms, 
associations or corporations engaged in the practice of medi- 
cine” with the clause that “nothing in this section shall operate 
or be construed to waive the requirements that each and every 
member of such firm, association or corporation so practicing 
medicine or surgery thereunder shall be duly licensed to practice 
medicine and surgery in this state.” 

An oyinion of the attorney general holds that a doctor of 
medicine employed to have charge of and to perform optometric 
services in the optometric department of a corporation is guilty 
of a misdemeanor and the optical company is un'awfully engaged 
in the practice of optometry “and probably constitutes the 
unlawful practice thereby of a branch or phase of medicine.” 

Oregon.—The medical practice act exempts from its pro- 
visions the practice of electrotherapy carried on by or under the 
direction of duly licensed practitioners of medicine. 

The Supreme Court of Oregon has held that in view of the 
exception of the practice of electrotherapy from the state medical 
practice act it is competent for parties (duly licensed doctors of 
medicine in this case) to incorporate and for the corporation to 
carry on the business of using x-ray or electrotherapy or rocnt- 
genology. In another case the supreme court held that a cor- 
poration, furnishing medical service under a provision of the 
insurance code, through the agency of licensed physicians 
employed by it on a salary basis was liable for the negligence 
of the employed physicians under the doctrine of respondeat 
superior. 

In a case holding the corporate practice of optometry unlaw- 
ful, decided in 1947, the supreme court said that the optometry 
practice act, which imposes on optometrists standards of quali- 
fications similar to those required of physicians, would be 
rendered ineffective if corporations were permitted to furnish 
optometric services through salaried employees who are licensed 
optometrists. The reasoning advanced by the court in this case 
seems equally app'icable to a question involving the corporate 
practice of medicine not specifically permitted by statute. 

A request for information concern’ng any opinions rendered 
by the office of the attorney general brought no response. 

Penunsylvenia.—There are no decisions in this state relating 
specifically to the corporate practice of medicine. There is a 
court decision holding that the corporate practice of optom try 
is illegal because a corporation cannot obtain a license to prac- 
tice optometry and may not engage in such practice through 
licensed agents. 

The office of the attorney general has rendered formal 
opinions holding respectively (1) that there is no statutory 
authority for granting a charter to a corporation for the 
practice of medicine; (2) that no one whether acting for 
himself or under employment by a corporation can practice 
medicine without full compliance with the medical practice act, 
and (3) that an application for a certificate of incorporation 
for the purpose of establishing and maintaining a clinic for 
the diagnosis and treatment of disease where medical and 
surgical treatment would be provided would include the practice 
of medicine by the corporation and the application should be 
disapproved. 

Rhode Is'and.—There have neither been court decisions nor 
opinions from the office cf the attorney general bearing directly 
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or indirectly on the legality of the corporate practice of 
medicine. The medical practice act of the state sets up the 
customary qualifications to be possessed by those engaging in 
the practice of medicine, and these requirements cannot be 
possessed by a corporate entity. 

South Carolina—There are no court decisions dealing specif- 
ically with the legality of the corporate practice of medicine. 
A decision of the supreme court of the state, however, has 
held that a corporation may not engage in the practice of 
optometry by hiring optometrists lawfully authorized in their 
own right to practice. 

A request for information concerning any opinions rendered 
by the office of the attorney general brought no response. 

South Dakota—The supreme court has stated that it is 
convinced that the practice of learned professions by a profit 
corporation tends to the commercialization and debasement of 
those professions and held that such a mode of conducting the 
practice of medicine is in contravention of the public interest, 
is against public policy and is unlawful. There have been no 
opinions rendered by the office of attorney general concerning 
this question. 

Tennessee —There are no decisions in this state relating 
specifically to the corporate practice of medicine. 

The office of the attorney general rendered an opinion, in 
1931, to the effect that the Secretary of State should not issue 
articles of incorporation to a group whose proposed purpose 
was “to conduct, carry on and manage the business of procuring 
for and rendering to natural persons, with whom the corpora- 
tion may enter into contract for that purpose, certain limited 
professional medical benefits, attention and service to be admin- 
istered by a licensed doctor or doctors.” 

The attorney for the regulatory boards of the state advised 
the executive office of the licensing board for the healing arts, 
in 1948, that “private laboratories operating under the direction 
of lay individuals, who hold themselves out as pathologists 
and who make diagnoses of cancer” do so in violation of the law. 

Texas.—The corporation code of the state authorizes the 
formation of corporations for the “erection and maintenance 
of sanatoria.” 

The supreme court of the state has held that the afore- 
mentioned statute reasonably implies authority in such a 
corporation to provide medical treatment for its patients and 
to employ for that purpose persons duly licensed to practice 
medicine. 

In a more recent case the supreme court said: “It may be 
said that the general rule is that a corporation organized for 
profit cannot practice medicine. Obviously under the medical 
practice act . . . a license to practice medicine can be issued 
only to a natural person. . . .” The court continued, citing 
with approval the above decision, to the effect that the corpora- 
tion law had implied authorization, as part of a corporate 
function, on the part of a corporation organized under that 
law to furnish medical treatment. 

The attorney general has advised the secretary of the state 
board of medical examiners that a corporation operating a 
private or nonprofit hospital does not violate the medical 
practice act of the state by entering into a contract with a 
physician under which the physician will perform professional 
services in the hospital on a percentage basis for the hospital 
corporation and the corporation in turn billing the patient for 
the professional services rendered by the physician. In a formal 
opinion previously rendered the attorney general said, “We 
find nothing in the medical practice act which prevents a 
hospital from hiring one or more physicians to perform pro- 
fessional services for its patients.” 

Utah.—There are no court decisions in this state relating 
specifically to the corporate practice of medicine. A decision 
of the supreme court held that the corporate practice of 
optometry is lawful because such practice is not prohibited 
by the optometry practice act. 

An opinion rendered by the office of attorney general subse- 
quent to the aforementioned case holds that the word “person” 
as used in the dental practice act does not include “corporation” 
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and that a licensed dentist may not be employed by and practice 
dentistry for a corporation which may not be licensed. The 
attorney general in his opinion stated that he believed that the 
court decision referred to is limited to an interpretation of 
the statute defining the practice of optometry. 

Vermont.—There have been no court decisions bearing 
directly or indirectly on the legality of the corporate practice 
of medicine. The medical practice act of the state sets up the 
customary qualifications to be possessed by those engaging in 
the practice of medicine, and these requirements cannot be 
possessed by a corporate entity. 

A request for information concerning any opinions rendered 
by the office of the attorney general brought no response. 

Virginia.—The medical practice act defines practice of medi- 
cine and concludes its definition with the statement: “This 
section shall also apply to corporations.” Another section of 
the medical practice act states, “This chapter shall not affect 
any person while engaged in conducting a hospital now estab- 
lished, if there be a licensed practitioner resident or practicing 
therein.” The office of attorney general has rendered no opinion 
bearing on the corporate practice of medicine. 

The Supreme Court of Appeals in construing the exemption 
referred to held that such exemption does not permit a hospital 
to engage in the practice of medicine within the intent of the 
broad statutory meaning of that term but only authorizes it to 
render to its patients such medical care and attention as is 
customarily engaged in by hospitals in the proper conduct of 
their businesses. 

Washington—A decision of the supreme court holds that a 
contract between a medical institute, owned, operated and man- 
aged by an unlicensed individual, and a person desiring medical 
treatment was void as against public policy. In a case involving 
the corporate practice of optometry the supreme court stated 
that the case mentioned follows the rule that an unlicensed person 
may not engage in the practice of medicine by employing a 
licensed agent and held that the practice of optometry by a 
corporation employing registered optometrists is unlawful as 
being against public policy. 

A formal opinion of the attorney general holds that a cor- 
poration cannot practice optometry through the agency of 
licensed employees. An informal opinion of the attorney general 
holds that the corporate practice of medicine would be unlawful. 

West Virginia.—There are no decisions in this state relating 
specifically to the corporate practice of medicine. There is a 
court decision holding that the corporate practice of optometry 
through licensed optometrists is unlawful. The reasons advanced 
by the court in reaching its decision seems applicable to a 
question pertaining to the legality of the corporate practice 
of medicine. 

There have been on opinions rendered by the office of the 
attorney general concerning the corporate practice of medicine. 

Wisconsin.—The supreme court has held that optometry is 
a skilled calling, not a profession, and may lawfully be practiced 
by a corporation employing licensed optometrists. In another 
case, the supreme court has held that the method of operating 
a dental corporation is a proper subject of regulation by the 
state, but did not decide whether or not a corporation could 
practice dentistry, that question not being at issue. 

A request for information concerning any opinions rendered 
by the office of the attorney general brought no direct response. 

Wyoming.—There have been no court decisions bearing 
directly or indirectly on the legality of the corporate practice 
of medicine. The medical practice act of the state sets up the 
customary qualifications to be possessed by those engaging in 
the practice of medicine, and these requirements cannot be 
possessed by a corporate entity. 

A request for information concerning any opinions rendered 
by the office of the attorney general brought no direct response. 


CONCLUSION 
Because the majority of court decisions concerning the cor- 
porate practice of medicine, dentistry, optometry and law 
support the general rule that a corporation may not practice 
such profession directly, or indirectly through the employment 
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of licensed personnel; because medical practice acts seem 
definitely to preclude the licensing of any other than a natural 
person to practice medicine, and because court decisions seem- 
ingly opposed to the general rule actually find real or fancied 
exceptions to the general rule rather than deny it, it is not 
believed that legislation to simplify legal interpretations is 
necessary at the present time. 


Proposed Code of Ethics of World Medical 
Association 

There was presented to the House by Dr. Henderson the 
following proposed Code of Ethics of the World Medical 
Association, which was referred to the Reference Committee 
on Legislation and Public Relations : 

In every country of the civilized world doctors censtitute, 
not a class, still less a caste, but rather a social body distinct 
from the other professions. There is in this statement, no idea 
of precedence, hierarchy or aristocracy. It is a simple obser- 
vation, explained naturally by the very special nature of the 
profession. 

The doctor is called on to enter intimately into various 
situations of which he scrutinizes the physical, transient or 
chronic defects. The confidence which is necessarily placed in 
him in the ordinary course of his professional life makes him, 
often—very often—a moral confidant, and many opinions and 
counsels are daily demanded of him which have only distant 
bearing or no bearing at all on disease and its treatment. 

A true physician, whatever may be his particular field in 
medicine, must have a refined sense of psychology, exceptional 
tact, indispensable moral qualities and, in practice, some general 
directing rules, the most necessary of which are recognized in 
all countries. 

So, there are several national professional associations which 
have recognized the necessity of codifying these general rules, 
and the national codes of ethics are numerous. Some include 
developments of a secondary nature connected with certain 
special customs of the specific country. 

Just as a number of national associations have done, our 
World Association ought to attempt to condense in a brief and 
concise text the general rules, the observation of which are 
desirable or necessary in every country, deliberately omitting 
the question of, on the one hand, secondary matters, and, on 
the other hand, discipline for infractions which can be carried 
out only by a national organization on a national basis. 

The idea of drafting in a code, rules for medical ethics on 
a world scale is not new. The A. P. I. M. developed an Inter- 
national Code in November 1935. (Rev. internat. de méd. 
profess. et sociale 8:32-47 [Nov.] 1935). The work of the 
A. P. I. M. ought to represent for us who are studying the 
question, a rough draft from which we can embroider clearly 
the principles on which agreement should be obtained for a 
world plan. 

Already our World Medical Association has accomplished 
one single and important thing. This is the Declaration of 
Geneva, on which discussions in the Council and in the General 
Assembly at Geneva permitted all ideas to be expressed, dis- 
cussed and understood. 

In an international association, the difficulty is in understanding 
one another, because words do not always have the same 
emphasis or the same meaning when they are literally trans- 
lated into another language. 

At Geneva we have, with general good will and an acute 
sense of our responsibilities, conquered all obstacles, and our 
theme, which ‘has already gone around the world, includes the 
most incontestable principles, which ought to record the con- 
science of the doctor in all areas of the world. 

We hope that in a very short time this text will become the 
solemn promise given by all doctors of the world at the start 
of their careers. 

This declaration has already been adopted by Le Conseil 
National de l’Ordre des Médicins Frangais, the Alpha Omega 
Alpha Fraternity of the United States and the Canadian Med- 
ical Association. 

No preface to a study on medical ethics would be as pertinent 
as the text of the Declaration of Geneva, which is given here: 
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DECLARATION OF GENEVA 


Adopted by the General Assembly of The World Medical Association at 
Geneva, Switzerland, September 1948. 

At the time of being admitted as Member of the Medical Profession 

I solemnly pledge myself to consecrate my life to the service of 
humanity. 

I will give to my teachers the respect and gratitude which is their due; 

I will practice my profession with conscience and dignity; 

The health of my patient will be my first consideration: 

1 will respect the secrets which are confided in me; 

I will maintain by all the means in my power, the honor and the noble 
traditions of the medical profession; 

My colleagues will be my brothers; 

1 will not permit considerations of religion, nationality, race, party 
politics or social standing to intervene between my duty and my patient; 

I will maintain the utmost respect for human life, from the time of 
conception; even under threat, I will not use my medical knowledge 
contrary to the laws of humanity. 

I make these promises solemnly, freely and upon my honor. 


In this very concise résumé and of which the Medical Code 
will be for the most part only an amplification, a development 
or explanation, we wish to add the short introduction of the 
Code of Ethics of the Canadian Medical Association. 

Our Canadian confreres have, in a few very high sounding 
and dignified phrases, defined what a code of ethics should 
contain and what it should only contain. 


INTRODUCTORY 

“As ye would that men should do to you, do ye even so to 
them” is a Golden Rule for all men. A code of ethics for phy- 
sicians can only amplify or focus this and other golden rules and 
precepts to the special relations of practice. As a stream cannot 
rise above its source, so a code cannot change a low grade 
man into a high grade doctor, but it can help a good man to 
be a better man and a more enlightened doctor. It can quicken 
and inform a conscience, but not create one. Only in a few 
things can it decree “thou shalt” or “thou shalt not,” but in 
many things it can urge “thou shouldst” or “thou shouldst 
not.” While the highest service they can give to humanity 
is the only worth while aim for those of any profession, it is 
so in a special sense for physicians, since their services concern 
immediately and directly the health of the bodies and minds 
of men. 

Here is the text proposed for your study, subject to such 
changes and additions as may be made by the committee, and 
which will be studied by the Council at Madrid. The text decided 
at Madrid will be that submitted to the General Assembly at 
London in October. 

The General Assembly at Geneva in September 1948 adopted 
a general classification of the work which should be presented 
to you: (a) duties of doctors in general; (b) duties of doctors 
to the sick, and (c) duties of doctors to one another. 


Duties oF Doctors IN GENERAL 

A doctor must always maintain the highest standards of 
professional conduct. 

A doctor must not allow himself to be influenced merely 
by motives of profit. 

The following practices are deemed unethical: (a) any self 
advertisement except such as is expressly authorized by the 
national code of medical ethics; (b) taking part in any plan 
of medical care in which the doctor does not have complete 
professional independence; (c) to receive any money in con- 
nection with services rendered to a patient other than the 
acceptance of a proper professional fee, or to pay any money 
in the same circumstances without the knowledge of the patient. 

Under no circumstances is a doctor permitted to do anything 
that would weaken the physical or mental resistance of a 
human being except from strictly professional reasons in the 
interest of his patient. 

A doctor is advised to use great caution in publishing dis- 
coveries. The same applies to methods of treatment whose 
value is not recognized by the profession. 

When a doctor is called on to give evidence or a certificate 
he should only state that which he can verify. 


Duties or Doctors To THE SICK 
A doctor must always bear in mind the importance of pre- 
serving human life from conception. Therapeutic abortion may 
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be performed only if the conscience of oe doctor and the 
national laws permit. 

A doctor owes to his patient complete ievait and all the 
resources of his science. Whenever an examination or treatment 
is beyond his capacity he should summon another doctor who 
has the necessary ability. 

A doctor owes to his patient absolute secrecy on all which 
has been confided to him or which he knows because of the 
confidence entrusted to him. 

A doctor must give the necessary treatment in emergency, 
unless he is assured that it can and will be given by others. 
Duties or Doctors to ONE ANOTHER 

A doctor ought to behave to his colleagues as he would have 
them behave to him. 

A doctor must not entice patients from his colleagues. 

A doctor must observe the principles of “The Declaration 
of Geneva” approved by The World Medical Association. 


Report of Council on Industrial Health 

Dr. Henderson also presented the following report, which 
was referred to the Reference Committee on Industrial Health, 
after a motion had been made by Dr. Mather Pfeiffenberger, 
Illinois, seconded by Dr. Charles H. Phifer, Illinois, and 
carried, to have it mimeographed : 

The eleventh plank in the American Medical Association’s 
platiorm for the advancement of medicine and public health 
calls for greater emphasis on the program of industrial medicine 
with increased safeguards against industrial hazards and pre- 
vention of accidents occurring on the highway, in the home 
and on the farm. The Council on Industrial Health has long 
felt that a constructive program, placing primary emphasis on 
preventive medicine and positive health promotion, would 
represent a greater contribution to the health of working 
people than a sickness insurance program alone. The Ninth 
Annual Congress on Industrial Health, held in January 1949, 
was designed to discover additional acceptable ways of extending 
the usefulness and influence of industrial physicians and 
hygienists as important factors in the developing patterns of 
community health and medical service. This supplementary 
report summarizes briefly the major recommendations arising 
out of that Congress in a form that may serve as a practical 
implementation of the industriai medical segment of the Amer- 
ican Medical Association’s broad program. 

Public Relations —Progress in industrial medicine and hygiene 
depends fundamentally on good understanding of objectives 
by all concerned. The Council on Industrial Health, after 
consultation with other affected departments in the American 
Medical Association, has taken steps to set up a permanent 
conference group with labor and management. This is intended 
to replace previous informal and irregular contacts with periodic 
meetings (1) to discuss ways and means for the extension of 
industrial médicine, industrial hygiene, accident prevention and 
health education of workers, (2) to clarify the status of 
physicians and medical organizations in relation to the entire 
range of industrial health activity and (3) to provide a method 
for the consideration of other aspects of medical service having 
industrial application. Recommendations of the conference will 
be subject to ratification by the participating organizations. 
It is anticipated that similar conference arrangements can be 
set up in the major industrial states and communities. 

Professional Relations —Progress also depends on effective 
professional teamwork expressed in several major directions : 

1. Between private physicians, industrial physicians and pub- 
lic health agencies, based on a broadening concept of function, 
tempered by ethical considerations and local needs. This 
desirable relationship can best be stimulated by a revitalization 
of the committees on industrial health in the principal industrial 
state and local medical societies and in the organizations of 
specialists. 

2. Between medicine and the other professional groups 
involved—nurses, engineers, hygienists, dentists, specialists in 
accident prevention and others, through a formalized liaison 
committee intended to promote integration and cooperation, 
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Professional Education.—As industrial medicine expands, so 
must facilities for professional training keep pace in the form 
of introductory or refresher postgraduate courses, as residencies 
and fellowships, and as a certifying program or appropriate 
modification thereof. Industrial medicine, to compete on reason- 
ably equal terms for medical talent, must become attractive 
as a rewarding career, professionally and financially. 

Scientific Development.—Panels of experts set up during the 
last Congress on Industrial Health, dealing with atmospheric 
pollution, toxic chemicals, hazardous physical agents, harmful 
biologic exposures and the medical aspects of human relations 
in business and industry, have requested some official status and 
an opportunity for continued growth and development. If 
agreeable to the Board of Trustees and the House of Delegates, 
and as rapidly as time, personnel and the budget permit, these 
groups will be invited to act as regularly appointed consulting 
committees to the Council on Industrial Health, capable of 
organized programs of professional education, research and 
administration. 

Workmen's Compensation, Unemployment Compensation and 
Rehabilitation —These closely related social developments have 
extraordinary significance in the relations of medicine to man- 
agement and to working people. The Council on Medical Service 
has paid particular attention to compensation for unemployment 
due to sickness of nonindustrial origin. Since medicine is of 
basic importance in the administration of workmen's compensa- 
tion and the employment phases of rehabilitation, the Council 
on Industrial Health has appointed advisers representing legal, 
administrative and technical points of view to assist it in the 
consideration of pertinent aspects of these related activities. 

All constituent medical societies and industrial commissions 
have been notified of these expanded services and have been 
invited to use them. As policies are formulated they will be 
submitted as special reports through regular channels for 
consideration and adoption. 

Industrial Medicine and Medical Care Plans.—Many existing 
medical care plans are industrial in origin. Physicians in industry 
are frequently in excellent position to evaluate the health needs 
of employed groups and to determine ways of meeting them. 
Conferences with the Council on Medical Service have con- 
firmed this view to mutual advantage. Industrial medicine, with 
its primary interest in the promotion of individual effectiveness 
through preventive medicine and health conservation and with 
its roots deep in clinical medicine, performs its best function 
by narrowing the gap between the two. Certainly as good 
medical standards and resources in industry improve they can 
be of great service in maintaining independence and self deter- 
mination and in counteracting tendencies toward centralization 
and control. 


The American Medical Association Program 

Dr. Henderson submitted the following program of the 
American Medical Association, which was referred to the 
Reference Committee on Reports of Board of Trustees and 
Secretary : 

The American Medical Association in February, 1949, issued 
a revised 12 Point Program for the Advancement of Medicine 
and Public Health. This program was a statement of princip!es 
only. Considerable study has been given to this program. The 
Board of Trustees feels that these 12 points cover all the 
essential principles necessary for a satisfactory program. It 
believes, however, that these 12 points need further elaboration 
as to detail so that the implementation of them may be more 
clearly understood. Hence, the Board submits to the House 
of Delegates, for its consideration, the following statement con- 
sisting of an elaboration of the 12 points, together with a brief 
statement of the Board’s stand on certain legislative proposals: 

1. A Feperat DeparTMENT OF HEALTH: Creation of a 
Federal Department of Health of Cabinet Status with a Secre- 
tary Who Is a Doctor of Medicine, and the Coordination and 
Integration of All Federal Health Activities Under This Depart- 
ment, Except for the Military Activities of the Medical Services 
of the Armed Forces. 
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Since 1884, the American Medical Association has demanded 
a Federal Department of Health with a Secretary who is a 
physician in charge. 

At present the various agencies concerned with health are 
distributed in various government departments. It would be 
in the interest of efficiency and economy to have them under one 
head to avoid duplication of effort and diversion of activity. 

Various suggestions have been made to establish a Department 
of Welfare, a Department of Education, Health and Welfare 
and an Independent Health Agency. The health of the people 
is certainly important enough to warrant an independent agency, 
in accordance with the recommendations of the Hoover Com- 
mission, The argument has been made that it is not the policy 
of our government to have an expert in charge of a department, 
but that the experts should be subservient to the chief of the 
department. In answer to this, the American Medical Associa- 
tion feels that no other government department is so closely 
concerned with the individual as would be a Department of 
Health. Other departments deal as a rule with the population 
as a group. Matters of health are often individual and no one 
could be better qualified to superintend matters of individual 
health than a physician. At this time we urge support of the 
report of the Hoover Commission on this subject, which 
recommends an Independent Health Agency under which will 
be assembled all activities concerned with health except those 
of the armed forces and Veterans Administration. 

2. Mepicat Researcn: Promotion of Medical Research 
Through a National Science Foundation with Grants to Private 
Institutions Which Have Facilities and Personnel Sufficient ‘to 
Carry on Qualified Research. 

The Steelman Report states that $110,000,000 is now spent 
for medical research ; $55,000,000 of this comes from industry and 
the balance from the government and from private foundations. 
These funds are not adequate and further funds for research are 
dificult to obtain. Bills are now in Congress to establish a 
National Science Foundation, to facilitate coordination of re- 
search and make available funds for research in medical and 
other sciences. The American Medical Association recognizes 
that research is the basis of medical progress. We urge the 
establishment of a National Science Foundation with appropriate 
federal support. 

3. VoLuNTARY INSURANCE: Further Development and Wider 
Coverage by Voluntary Hospital and Medicai Care Pians to 
Meet the Costs of Illness, with Extension as Rapidly as Possible 
into Rural Areas. Aid Through the States to the Indigent and 
Medically Indigent by the Utilization of Voluntary Hospital 
and Medical Care Plans with Local Administration and Local 
Determination of Needs. 

The voluntary hospital and medical care insurance develop- 
ment in the United States has been the most rapidly growing 
insurance project in the history of the country. The movement 
started slowly. At the end of the first seven years of voluntary 
hospital insurance under the Blue Cross, only 2,870,000 sub- 
scribers were enrolled. Now after about sixteen years there 
are 32,500,000 enrolled in the Blue Cross and over 20,000,000 
enrolled in industrial and commercial types of plans and all 
three types are continuing their rapid growth. Medical care 
insurance developed about five years after the Blue Cross 
hospital insurance began. After the first seven years, there 
were only 2,845,000 enrolled in nonprofit plans. Now six years 
later, there are over 11,000,000 enrolled in these plans and 
26,000,000 others enrolled in commercial and industrial plans. 
These plans likewise are growing at a rapid rate. Besides these 
plans there are cooperative and special health plans of labor. 
For the protection of the public the American Medical Associa- 
tion has aided in the development of standards for voluntary 
insurance plans. The association is conducting a campaign to 
educate both the public and the profession on the value of 
voluntary medical care plans, recognizing that serious ‘Illness 
is a financial handicap to millions of Americans. It is making 
every effort to assist in extending the coverage and distribution 
of these plans, particularly in those rural areas now lacking 
them. The association has recognized the desirability of a 
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National Voluntary Enrolment agency for the nonprofit plans 
to facilitate interchange and enrolment of companies with 
national payrolls. It is believed that at least 80,090,000 will 
be enrolled within a reasonable time in voluntary hospital and 
medical care plans. When we add this number to the 24,000,000 
now receiving their medical care in whole or in part from the 
government, the industrial workers covered by established health 
plans and the approximately 5,000,000 indigent, it will be seen 
that a greater portion of the population will be provided for 
than by any other means suggested. 

4. MepicaL CaRE AUTHORITY WITH CONSUMER REPRESENTA- 
TION: Establishment in Each State of a Medical Care Authority 
to Receive and Administer Funds with Proper Representation 
of Medical and Consumer Interest. 

It would be advisable to have in each state an authority to 
receive, administer and distribute funds from government sources 
to prevent duplication of effort and to insure that all needs will 
be met. Such an authority should have representation of all 
groups concerned including both the distributors and the con- 
sumers of medical care. 

5. New Faciiities: Encouragement of Prompt Development 
of Diagnostic Facilities, Health Centers and Hospital Services, 
Locally Originated, for Rural and Other Areas in Which the 
Need Can Be Shown and with Local Administration and Con- 
trol as Provided by the National Hospital Survey and Con- 
struction Act or by Suitable Private Agencies. 

The American Medical Association supported the passage of 
the National Hospital Survey and Construction Act (Hill- 
Burton bill). Bills are now in Congress to extend the life of 
this act and to double the funds available. The American 
Medical Association supports such legislation with proper 
controls to insure local origination of demands and demon- 
stration of need. Extensi-n of hospital and diagnostic facilities 
in areas now lacking them will help solve the problem of a 
better distribution of physicians. 

6. Pustic Heattu: Establishment of Local Public Health 
Units and Services and Incorporation in Health Centers and 
Local Public Health Units of Such Services as Communicable 
Disease Control, Vital Statistics, Environmental Sanitation, 
Control of Venereal Diseases, Maternal and Child Hyg:ene and 
Public Health Laboratory Services. Remuneration of Health 
Officials Commensurate with Their Responsibility. 

The American Medical Association regards this item in its 
program as highly important. Large areas of the country are 
without proper public health service and many of these areas 
cannot afford such service. Prevention of disease at the source 
will decrease the need for medical care. There are bills now 
in Congress to extend federal aid to communities needing it 
for this purpose. We support legislation which will permit aid 
to local communities where suitable organizations have been 
developed for the administration as suggested in item 4 
(Medical Care Authority) and where public health agencies are 
limited to the field of public health. There is a shortage of 
qualified public health officials, and the public health schools 
are graduating too few students. The reasons for this are 
largely monetary and political. Public health officials are 
often not paid in accordance with the scale of pay of other 
government officials with like or even less responsibility. Often 
public health officials are subject to political control, making 
their tenure of office uncertain and efficient service impossible. 

7. Mentat Hyciene: The Development of a Program of 
Mental Hygiene with Aid to Mental Hygiene Clinics in Suit- 
able Areas. 

Mental hygiene is becoming increasingly important. This 
field is being invaded by charlatans, and the public is being 
done a disservice. More adequate state controls are needed to 
protect the public against unqualified practitioners. State medical 
societies should sponsor the development of suitable mental 
hygiene clinics where they are needed. The American Medical 
Association stands ready to assist state societies and other 
recognized scientific bodies in developing a suitable program 
of mental hygiene. Although bills have been introduced into 
Congress on this subject far more consideration and study 
rust be given before any program is enacted. 
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8. Heart Epucation: Health Education Programs Ad- 
ministered Through Suitable State and Local Health and 
Medical Agencies to Inform the People of the Available Facili- 
ties and of Their Own Responsibilities in Health Care. 

The success of any medical care program in the United 
States depends on public cooperation and keeping the people 
informed. Through its Bureau of Health Education the Ameri- 
can Medical Association sponsors radio broadcasts, prepares 
pamphlets for distribution, exhibits on health and arranges 
for lectures. This is insufficient and each state and county 
society is urged to develop a Bureau of Health Education 
for the public, so that the latter may be kept informed not 
only of facilities available, but of progress in medicine. 

9. Curonic DisEASES AND THE AGED: Provision of Facilities 
for Care and Rehabilitation of the Aged and Those with 
Chronic Disease and Various Other Groups Not Covered by 
Existing Proposals. 

The care of the aged and the chronic invalid will henceforth 
be an increasing problem. This is because the increased span 
of life brought about by the decrease in infant mortality and 
decrease in mortality from infectious disease has resulted in 
more persons living to the age at which they are subject to 
the degenerative diseases of middle and old age. Since 1900 
the population of the country has doubled, but the number of 
people over 64 has quadrupled. Paradoxic as it may sound, 
the reason we have an increasing number of chronic invalids 
is because these people have received good medical care in 
youth. The American people need greater provision for the 
care of chronic illness, but the buildings required need not be 
on as expensive a scale as those necessary for the care of acute 
illness. The American Medical Association, the American 
Public Health Association, the American Hospital Association 
and the American Public Welfare Association have jointly 
created a Commission on Chronic Illness which hopes to 
stimulate the establishment of a program in each state so that 
the status of the chronically ill may be improved and _ the 
continued loss to society because of chronic illness may be 
prevented. . 

10. Veterans’ Mepicat Care: Maintenance of Existing 
High Standards of Medical Care for Veterans Including Ex- 
tension of Facilities Where Need Can Be Shown Where 
Practical, Care of the Veteran Should Be in His Own Com- 
munity by a Physician of His Own Choice. 

The American Medical Association desires that every citizen 
receive the highest quality of medical care and recognizes the 
special consideration owed to the veteran. The American 
Medical Association is concerned that the veteran receive the 
highest quality of medical care and believes that he can usually 
be taken care of to his satisfaction in his own community by a 
physician of his choice. 

11. InpustRIAL Mepicine: Greater Emphasis on the Pro- 
gram of Industrial Medicine, with Increased Safeguards Against 
Industrial Hazards and Prevention of Accidents Occurring on 
the Highways, at Home and on the Farm. 

The American Medical Association approves the expansion 
of service in the field of industrial medicine. It invites attention 
to the fact that accidents are fourth in the list of the causes 
of death and that automobile accidents are fourth in the list of 
accidental deaths. It is ready to cooperate with the National 
Safety Council and other organizations to find means of reduc- 
ing deaths from accidents. 

The Council on Industrial Health of the American Medical 
Association has set up a permanent conference group with 
labor and management, to discuss ways and means of extending 
industrial medicine, accident prevention and health education of 
workers; to clarify the status of physicians and medical organ- 
izations in relation to the entire range of industrial health 
activity, and to provide a method for the consideration of other 
aspects of medical service having industrial application. 

Professional relations have been established with all the 
various professional groups involved in accident prevention. 

Expanded service has been developed with workmen’s com- 
pensation, unemployment compensation and rehabilitation. 
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Industrial medical care plans are increasing; as good medical 
standards and resources in industry improve they can be of great 
service in maintaining independence and self determination and 
in counteracting tendencies toward centralization and control. 

12. Mepicat EpuCATION AND PERSONNEL: Adequate Support 
with Funds Free from Political Control and Regulation of the 
Medical and Allied Professional Schools. 

Some medical schools are finding it difficult to secure sufficient 
funds to maintain their standards of training. The American 
Medical Association would prefer to see medical schools receive 
the support they require from private philanthropy or local 
public funds. Unless and until such support is provided, it may 
be necessary for some medical schools to accept financial aid 
from the federal government. Such aid, however, must carry 
with it the assurance of freedom from political control and 
regulation. 

To preserve the freedom and independence of the medical 
schools it is important that the responsibility for determining 
which schools may qualify for federal aid should reside in the 
states. This can be satisfactorily accomplished if the legislation 
provides that any medical school shall be eligible for financial 
aid if three fourths of the states through their medical licensing 
authorities judge the school to be conducting an educational 
program of sufficiently high quality to warrant the admission of 
its graduates to their state examinations for medical licensure. 

To encourage continued local support of medical education 
from public and private funds, the formula for allocating federal 
aid should provide only a limited portion of a school’s total 
budget. 

Since medical schools are already increasing enrolments as 
rapidly as they can expand their facilities, the provision of a 
relatively large financial premium which might induce certain 
schools to enroll more students than they could properly 
accommodate should be avoided. 

The formulas for the allocation of all funds should be simple 
in principle and written into the law. The responsibility and 
authority of the officials administering the pregram should be 
limited to an audit to determine that the funds are employed 
for the general purposes for which they were granted. 

Any federal scholarship program should leave the medical 
schools entirely free in the selection of their students and 
should avoid the regimentation of the future careers of the 
recipients. 

It is not the function of the federal government to build and 
operate medical schools. 

The American Medical Association is firmly opposed to the 
medical care section of S. 1679 and certain other sections of the 
bill, the reasons for opposition to which have been cited, and 
to any other bill which lodges primary initiative and control of 
medical care in a federal bureaucracy or which contains uniform 
and compulsory features to be established nationally and imposes 
a direct federal tax on every worker to finance the program. 
Such plans concentrate further power in the central govern- 
ment. They absorb functions which are much better retained 
at the local level, and they greatly increase the over-all cost 
of providing health services. Most important, existing evidence 
establishes the fact that such plans lead to a widespread and 
serious deterioration of the quality of medical care. 

Government is unable to deliver the services that are promised 
and which would be paid by the plan set forth in S. 1679; the 
proposal constitutes an extreme example of compulsory paternal- 
ism, impossible of practical operation, and contrary to the 
principles of American democracy. 

The Council on Medical Service of the American Medical 
Association is holding conferences with cooperatives and various 
other farm and labor groups. As a result of these conferences 
progress is definitely being made. 

The American Medical Association, through its Board of 
Trustees, has taken steps toward a conference of representatives 
of interested groups to consider this program and such elabora- 
tion as may seem indicated in the public interest. 


To summarize, the American Medical Association supports : 


1. The establishment of an independent national health agency 
with a physician in charge. 
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2. The establishment of a National Science Foundation. 

_ 3. Rapid extension of voluntary hospital and medical care 
insurance. 

4. The establishment of a medical care authority in each 
state to administer and distribute government funds with ade- 
quate representation of interested groups. 

5. Extension of hospital and diagnostic facilities under suit- 
able control. 

6. Provision for establishment of complete public health 
coverage for the country with federal aid where the need can 
be shown with proper remuneration of public health officers 
and insuring them freedom from political control. 

7. Increased safeguards for the public against charlatans in 
the field of mental hygiene and establishment of necessary 
mental hygiene clinics. 

8. Continued and expanded public health education by the 
American Medical Association, state and county societies. 

9. Furtherance of the care of the chronically ill through 
support of the Commission on Chronic Illness. 

10. Protection of the veteran in his rights to medical care 
of the highest quality. 

11. Continuation of the activities of the Council on Industrial 
Health and cooperation with the National Safety Council and 
other organizations in an effort to reduce accidents. , 

12. Encouragement of local and private support of medical. 
education and use of government aid only if shown absoluteiy 
essential and then under suitable controls to protect the inde- 
pendence of medical education. 

Finally, opposition to any plan of government controlled 
medical care compulsory in nature and supported by payroll 
taxation, with inevitable deterioration of the quality of medical 
care. 


Activities of the Editor 

Dr. Henderson presented the following report, which was 
referred to the Reference Committee on Reports of Board of 
Trustees and Secretary: 

The Board of Trustees is aware of the criticism of the 
Editor coming from within and from without the profession. 
The Board recognizes that the public has come to believe that 
the Editor is spokesman of the Association. The membership 
undoubtedly wishes the elected officials to speak authoritatively 
on all matters of medical policy. 

Against the time when the Editor retires Dr. Austin Smith 
has for some months been in training as the Assistant Editor 
and the talent of the Editor will be retained for the present 
under the control of the Board of Trustees. 

In view of the increasing responsibility of the Editor and 
reorganization of the department, the Board of Trustees has 
decided on the following points: 

1. The Editor will completely eliminate speaking on all con- 
troversial subjects both by platform and by radio. Approval 
of all speaking engagements will be made by the Executive 
Committee. 

2. Elimination of all interviews, including press conferences, 
and statements by Dr. Fishbein except on scientific subjects. 

3. Editorials on controversial subjects will be supervised by 
the Executive Committee. 

4. Complete information as to these activities will be reported 
to the members of the House of Delegates. 

5. There will be permanent elimination of the diary in Tonics 
and Sedatives. 

6. Plans for the training of a new Editor in an orderly 
manner, including the retirement of the present Editor, will 
be formulated. 

The Board of Trustees of the American Medical Association 
announces that plans have been formulated for the retire.nent 
of Dr. Morris Fishbein as Editor of THe JourNaL of THE 
AMERICAN MEpbICAL ASSOCIATION at an appropriate time, Yer 
thirty-seven years Dr. Fishbein has served the American Medi- 
cal Association well and faithfully. Tue Journal oF THE 
AMERICAN MEpICAL ASSOCIATION is an enduring monument to 
his genius and devotion. His activities have extended fai 
beyond his immediate duties as an editor, and the Board desires 
to pay tribute to his many accomplishments in other fields. 
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The Board finds that serious dislocation would result from 
any sudden replacement. With this in mind a reorganization 
of the editorial staff is under way so that his retirement, when 
consummated, will not result unfavorably for ventures of the 
Association. 


Respectfully submitted, 


Epwin S. Hamitton, Secretary. 
Louis H. Bauer. 

Joun H. Firzcreson. 

JAMES R. MILLER. 

Watter B. Martin. 

Dwicut H. Murray. 

Epwarp J. McCormick. 
GUNNAR GUNDERSEN. 


(To be continued) 


Commission on Chronic Iliness 


FIRST MEETING HELD IN CHICAGO 


The groundwork for a concentrated attack for the first time 
on all aspects of the problem of chronic illness was laid with 
the creation in Chicago of a national Commission on Chronic 
Illness. Organized in the course of a series of meetings and 
conferences on May 19-20 in the Hotel Sheraton in that city, 
the new body represents the culmination of a year’s work on 
the part of four national voluntary associations in the medical, 
public health, hospital and welfare fields to carry out one of 
the major recommendations made by the National Health 
Assembly, held in Washington, D. C., in May 1948. 

Officers of the new commission are: Leonard W. Mayo, vice 
president of Western Reserve University in Cleveland, who 
will serve as chairman; Dr. James R. Miller, a practicing phy- 
sician in Hartford, Conn., and a member of the Board of 
Trustees of the American Medical Association, vice chairman, 
and J. Douglas Colman, executive director of the Maryland 
Hospital Service in Baltimore, secretary-treasurer. 

The work of the group will be guided, between sessions of 
the full commission, by an executive committee of five members. 
Members of this committee include, in addition to the officers 
of the Commission, Dr. Thomas Parran, dean of the School of 
Public Health of the University of Pittsburgh, and Mrs. Joseph 
T. Ryerson, who has been an active participant in civic affairs 
in Chicago for many years. 

When its membership is complete, the Commission on Chronic 
Illness will consist of thirty persons. Up to the present time, 
twenty-six persons have been designated as members of the 
group. All of them are prominent citizens, representing broad 
fields of interest, experience and knowledge, as well as the major 
geographic sections of the nation. 

Included on the present membership roster of the commission, 
besides Mr. Mayo, Dr. Miller, Mr. Colman, Dr. Parran and 
Mrs. Ryerson, are: Dr. Creighton Barker, executive secretary, 
Connecticut State Medical Society, New Haven, Conn.; 
Bruce Black, president of the Liberty Mutual Insurance Com- 
pany, Boston; Miss Sarah Blanding, president of Vassar Col- 
lege, Poughkeepsie, N. Y.; S. DeWitt Clough, chairman of the 
Board of Governors, Chicago Heart Association; Dr. Ward 
Darley, dean of the School of Medicine of the University of 
Colorado, Denver; Joseph W. Fichter, master of the Ohio State 
Grange, Columbus; Charles H. Houston, Washington, D. C.; 
Mrs. R. L. Ireland, former president of the Board of Directors 
of the Benjamin Rose Institute, Cleveland; Dr. Andrew C. Ivy, 
vice president of the Chicago Professional Colleges, University 
of Illinois, Chicago; Dr. Theodore G. Klumpp, president, 
Winthrop-Stearns, Inc... New York City; Samuel L. Latimer 
Jr., editor, Columbia Record and Columbia State, Columbia, 
S. C.; Dr. Thomas A. McGoldrick, Brooklyn; Karl P. 
Meister, executive secretary, Board of Hospitals and 
Homes of the Methodist Church, Chicago; Peter Odegard, 
chairman of the Department of Political Science of the Uni- 
versity of California, Berkeley; Dr. Ellen C. Potter, Deputy 
Commissioner for Welfare, State Department of Institutions and 
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Agencies, Trenton, N. J.; Walter Reuther, president, United 
Automobile Workers of America (C. I. O.), Detroit; Dr. Dean 
W. Roberts, chief, Bureau of Medical Services, Maryland State 
Health Department, Baltimore; Dr. Edward S. Rogers, dean 
of the School of Public Health of the University of California, 
Berkeley; Mrs. Lucille M. Smith, United States Public Health 
Service, Washington, D. C.; Dr. Albert W. Snoke, director, 
Grace-New Haven Community Hospital, New Haven, Conn., 
and Judge Thomas S. Waxter, director, Department of 
Public Welfare, Baltimore. 

The objectives of the new commission have not been fully 
formulated. An outline of objectives which had been suggested 
by the Interim Commission was discussed, and in the light of 
advice by the technical experts a prospectus of the commission 
will be issued and will be ready in the near future. A report 
of the deliberations of the expert advisers and of the com- 
mission at its meeting will also be available. 

Most of this material will probably be provided by the organi- 
zation’s technical advisors—a group of thirty-two experts 
selected on the basis of their experience and achievements in 
fields related to the care of the chronically ill. It will be the 
function of these persons to advise the commission on profes- 
sional and technical matters. 

On May 19 these technicians assembled in Chicago to engage 
in preparatory discussions on the commission’s aims and activi- 
ties. They were divided into five groups which met simultane- 
ously throughout the day and explored the areas of activity 
considered most pertinent to the commission's future work. 
These areas are: clinical problems (including prevention and 
research), institutional care (including hospitals and nursing 
homes), noninstitutional care, rehabilitation and convalescence, 
and community problems (including organization and adminis- 
tration, provision of services and conducting of studies and 
investigations). 

Discussions of the five technical committees were led, respec- 
tively, by Dr. Ernst Boas, specialist in internal medicine, New 
York; Dr. Jack Masur, director of the projected Clinical Center 
of the National Institutes of Health, Bethesda, Md.; Dr. Martin 
Cherkasky, director of the Home Care Program, Montefiore 
Hospital for Chronic Diseases, New York; Dr. Howard A. 
Rusk, director of the New York University and Bellevue Hos- 
pital rehabilitation centers in New York and associate editor of 
the New York Times, and Dr. Lester Breslow, chief of the 
Chronic Disease Division, California State Department of 
Health. 

After their committee meetings, the technical advisors met in 
joint session to consolidate their findings. On May 20, the 
reports of the technical committees were delivered to the 
organizing conference by the respective chairmen, after which 
they were submitted to the commission for consideration. It is 
on the basis of these reports that the acting executive secretary 
of the commission will prepare a report on the group’s pro- 
jected activities. 

It is expected that, when finally published, the goals of the 
commission will be broadly similar to the tentative ones listed 
by the interim group, representing the American Hospital Asso- 
ciation, the American Medical Association, the American Public 
Health Association, and the American Public Welfare Associa- 
tion, that planned and organized the Commission on Chronic 
Illness. 

Briefly stated, these goals are as follows: (1) to modify the 
prevailing attitude of society that chronic illness is hopeless ; 
to substitute for the prevailing overconcentration on the pro- 
vision of institutiona! care, a dynamic program designed as far 
as possible to prevent chronic illness, to minimize its disabling 
effects and to restore its victims to a socially useful and eco- 
nomically productive place in the community; (2) to define the 
problems arising from chronic illness among all age groups, 
with full realization of its social as well as medical aspects; 
(3) to coordinate separate programs for specific diseases with 
a general program designed to meet more effectively the needs 
common to all chronically ill persons; (4) to clarify relation- 
ships among professional groups and agencies working in the 
field of chronic illness, and (5) to stimulate adoption in every 
state and community of a well rounded plan for prevention and 
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control of chronic illness and for the care and rehabilitation of 
the chronically ill. 

Organized as a nonprofit corporation under the laws of 
Illinois, the Commission on Chronic Illness is appealing to 
foundations, professional societies and other voluntary national 
organizations and individuals for funds with which to carry on 
its work. It has already received donations amounting to 
$25,000 in cash—$20,000 from the American Medical Association 
and $2,500 each from the National Society for Crippled Children 
and Adults and the New York Foundation. Of the other groups 
which have already been approached for contributions, eight 
have referred the question to their boards of directors and four 
have as yet taken no action on the matter. 

Besides making a cash contribution to the commission, the 
American Medical Association has agreed to furnish it with 
office space in the Association’s Chicago headquarters, as well 
as furniture and equipment, for five years. The National Society 
for Crippled Children and Adults has offered certain staff 
services to the commission. 

The United States Public Health Service, which has no 
official connection with the commission, has shown its interest 
in the work of the body by assigning a member of its staff to 
serve in the capacity of executive secretary of the commission 
until such time as the permanent staff director assumes office. 

Dr. Leonard A. Scheele, Surgeon General of the Public 
Health Service, was the featured speaker at a luncheon which 
took place during the conference on May 20. Pointing out that 
“everyone has a stake” in the commission's program, he main- 
tained that the federal government's interest in the new organi- 
zation was a particularly keen one. 

He stressed, however, the “voluntary origin” and “democratic 
structure” of the commission, declaring that the attitude of the 
Public Health Service toward it could best be expressed in the 
phrase: “What can we do to help?” 

Chronic illness is the nation’s “daily disaster,” he asserted, 
and its magnitude, complexity and universal scope make it a 
problem requiring solution on a public as well as an individual 
basis. 

Society has, up to now, “failed to take enough responsibility 
for this problem,” he declared, adding that implementation cf 
future programs proposed by the conimission “undoubtedly will 
require greater governmental participation.” But he emphasized 
that it will be the commission's function to advise government 
at all levels “how and to what extent” it should deal with 
chronic illness. 

Earlier in the day on May 20, the conference heard represen- 
tatives of the four national associations that had been instru- 
mental in organizing the commission describe the stake of their 
respective organizations in its program. These organizations— 
the American Hospital Association, the American Medical 
Association, the American Public Health Association and the 
American Public Welfare Association—first undertook the steps 
that eventually led to formation of the commission when they 
cooperated in setting up a Joint Committee on Chronic Disease 
late in 1946. 

With Dr. Ellen C. Potter, representing the American Public 
Welfare Association, as chairman, the joint committee did much 
to stimulate both professional and public interests in the chronic 
disease problem by publishing, in October 1947, a statement on 
this subject entitled “Planning for the Chronically Ill.” The 
Committee was staffed, during its two year period of existence, 
by the American Public Health Association. 

Subsequently, at the National Health Assembly in May 1948. 
the recommendation was made that the joint committee be 
expanded in membership and geographic representation and 
that it explore the possibilities of constituting itself a national 
Commission on Chronic Illness. 

In the fall of 1948, the joint committee became an Interim 
Commission on Chronic IlIness, although its membership 
remained limited to representatives of the four sponsoring 
organizations. Under the chairmanship of Dr. James R. Miller, 
the interim commission formulated the plans which led to the 
conference in Chicago and to creation of the permanent Com- 
mission on Chronic Illness. 

Besides Dr. Miller, who described the American Medical 
Association’s reasons for welcoming establishment of the com- 
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mission, the other speakers at the Friday morning session were 
Dr. Elien C. Potter, representing the American Public Welfare 
Association, Dr. Edward S. Rogers, representing the American 
Public Health Association, and Dr. Albert W. Snoke, repre- 
senting the American Hospital Association. All four had also 
been members of the interim commission, and all but Dr. Snoke 
had represented their organizations on the original Joint Com- 
mittee on Chronic Disease. 

After Dr. Scheele’s address at the luncheon meeting on May 
20 and the formal installation of Mr. Mayo as chairman of the 
commission, members of the body and its technical advisors 
held a closed business meeting, after which the conference 
adjourned. 

At this session, the executive committee of the organization 
was elected and the budget for the first year’s operations 
approved. Other matters discussed included selection of addi- 
tional commission members, fund raising, staff needs and plans, 
and proposed objectives and activities. Deliberations on this 
last point revolved around the recommendations submitted by 
the technical advisory groups. 

The following persons have been appointed as_ technical 
advisors to the Commission on Chronic Illness: Dr. Donald B. 
Armstrong, second vice president, Healtl, and Welfare, Metro- 
politan Life Insurance Company, New York; Dr. Daniel G. 
Blain, medical director, American Psychiatric Association, 
Washington, D. C.; Dr. E. M. Bluestone, director, Montefiore 
Hospital for Chronic Diseases, New York; Dr. Boas; Dr. 
Breslow; Dr. Charles Cameron, medical and scientific director, 
American Cancer Society, I[nc., New York; Dr. Cherkasky ; 
Miss Eleanor Cockerill, associate professor of social case work, 
School of Applied Social Sciences, University of Pittsburgh; 
Dr. Nila Covalt, State Veterans Home and Hospital, Rocky 
Hill, Connecticut; Dr. Thomas, D. Dublin, executive director, 
National Health Council, New York; Miss Ruth Freeman, 
administrator of nursing, American National Red Cross, Wash- 
ington, D. C.; Dr. Vlado A. Getting, Massachuseits Com- 
missioner of Health, Boston; Eli Ginzberg, Columbia Uni- 
versity, New York; Miss Pell Greve, executive secretary, 
Cleveland Rehabilitation Center; Miss Ruth Hubbard, president, 
National Organization for Public Health Nursing, Inc., Phila- 
delphia; Miss Mary Jarrett, New York; Dr. T. Duckett Jones, 
medical director, Helen Hay Whitney Foundation, New York ; 
Dr. Albert Kaiser, health officer, Department of Public Safety, 
Health Bureau, Rochester, N. Y.; Dr. Frode Jensen, assistant 
professor of medicine, University of Colorado Medical School, 
Denver; Dr. A. B. Knudson, chief, Physical Medicine, 
Rehabilitation Division, Veterans Administration, Washington, 
b. C.; Dr. Marcus D. Kogel, Commissioner of Hospitais, New 
York; Dr. William B. Kountz, Division of Gerontology, School 
of Medicine, Washington University, St. Louis; Dr. Masur; 
Dr. H. B. Mutholland, Department of Internal Medicine, Uni- 
versity of Virginia Hospital, Charlottesville, Va.; Miss Edna 
Nicholson, director, Central Service for the Chronically II], 
Chicago; Dr. James E. Perkins, managing director, National 
Tuberculosis Association, New York; George St. J. Perrott, 
chief, Division of Public Health Methods, United States Public 
Health Service, Washington, D. C.; Miss Marian Randall, 
executive director, Visiting Nurse Service of New York; Miss 
Ollie Randall, consultant on services for the aged, Community 
Service Society, New York; Dr. Rusk; Dr. Edward S. Stieg- 
litz, Washington, D. C., and Dr. Hart E. Van Riper, medical 
director, National Foundation for Infantile Paralysis, Inc., New 
York. 


Coming Medical Meetings 


American Association of Railway Surgeons, Chicago, Drake Hotel, June 
J Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 


Dr. Alfred M. 


Secretary. 

Idaho State Medical Association, Sun Valley. June 20-23. 
Popma, 220 N. First St., Boise, Secretar 

Maine Merlical Poland Spring, Poland Spring House, June 
19-21. Dr. Frederick R. Carter, 142 High St., Portland 3, Secretary. 

Montana State Medical Acsasiotion, Butte, Aug. 1-4. Dr. Herbert T. 
Caraway, 115 N. 28th St., Billings, Secretary. 

West Virginia State. ‘Medica Association, White Sulphur Springs, sa 
Greenbrier, Aug. 4-6 . Charles Lively, 1031 Quarrier St., Char! 
ton, Executive Secretary. 
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Washington Letter 


(From a Special Correspondent) 


June 13, 1949. 


Aid to Medical Education Conditionally Approved 

During the week ended June 11, public hearings before both 
the House and Senate subcommittees on health legislation were 
devoted mainly to testimony by spokesmen for education in 
medicine and the allied sciences. Among the witnesses were 
Drs. Joseph C. Hinsey, Herman G. Weiskotten, Harvey 3. 
Stone, James S. Simmons, Gaylord Anderson, Donald G. 
Anderson, Dean F. Smiley, William Harvey Perkins, Carlyle 
Jacobsen, Ira Hiscock, Ward Darley, George P. Berry, Victor 
Johnson and Walter A. Bloedorn. 

The gist of their presentations was that, while federal 
financial aid to professional education is not something to be 
desired, the worsening economic plight of training institutions 
leaves little choice; hence such assistance would be acceptable 
provided that academic freedom and other safeguards are 
guaranteed by legislation. 

“There is a definite need now for federal aid to medical 
education provided that the educational and administrative 
policies can continue to rest in the hands of the medical colleges 
without political inference and with the maintenance of academic 
freedom,” said Dr. Hinsey, testifying as chairman of the execu- 
tive council, Association of American Medical Colleges. 

Points stressed by Drs. Weiskotten and Dona!d G. Anderson, 
representing the American Medical Association Council on Med- 
ical Education and Hospitals, were: Insufficiency of present pro- 
duction of physicians has been exaggerated in many quarters ; 
medical colleges need additional funds to expand faculties, raise 
salaries of their members and improve physical facilities ; 
outside interference must- be guarded against. “While 
additional funds could be put to good use by all medical schools 
and are urgently needed by some, all medical educators are 
agreed that the sacrifice of academic freedom would be too 
high a price to pay for such funds. Although many improve- 
ments are possible in medical education, the standards of medical 
education in the United States today are high. Furthermore, 
medical education is in safe hands. No other professional group 
has assumed responsibility more effectively in the education cf 
its members than have the physicians of our nation. Medical 
educators have emphatically indicated that they do not wish 
federal support, if federal officials are to be empowered to regu- 
late, directly or indirectly, the curriculum, the administration 
or the admission policies of the medical schools.” 


New Bill on Federal Chiropractors 

The chiropractic lobby always sees to it that in every session 
of Congress there is at least one bill furthering their interests 
introduced in both Senate and House. The latest to be filed is 
S. 2025, sponsored by Senator Pepper of Florida. It would 
authorize appointment of chiropractors in the Veterans Admin- 
istration. It was introduced June 8 and referred to the Labor 
and Public Welfare Committee for consideration by the health 
subcommittee headed by Senator Murray. That it will be 
pigeonholed may be regarded as virtually certain. A similar 
measure, sponsored by Representative Huber, of Ohio, has been 
sidetracked by the House Veterans Committee. 


Keefe Describes Socialistic Pattern of 
Health Insurance 

The floor of the House of Representatives was the scene on 
June 2 of a fervent address by Representative Keefe of Wis- 
consin in which he quoted from writings by J. Donald Kingsley, 
Assistant Federal Security Administrator, to show the socialistic 
influence on the campaign for national compulsory health insur- 
ance. Representative Keefe said that Mr. Kingsley, in his book 
“Strategy for Democracy,” published in 1942 with David W. 
Petegorsky as co-author, wrote: 

“We can therefore do little more now than to take effective 
steps to recruit and train a sufficient number (of doctors and 
nurses) and to assure them through socialized medicine a 
career.” 

“Is it not perfectly clear,” the Wisconsin Republican stated on 
the House floor, “therefore, that in line with the whole grad- 
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ualist policy of social revolution expounded by the authors in 
this book that they seek not to prevent ultimate socialization ot 
medicine, and nationalization of hospital facilities, but in reality 
seek by this first step to achieve their ultimate goal. It there- 
fore seems to me to be quite important in view of the past 
record and background of those who are behind the scenes in 
developing these various and sundry programs that we make 
thorough inquiry into their past advocacy and relationships in 
order to determine whether or not this first step is in reality 
another movement in the direction of a pure socialist state.” 


Socialized Medicine Fiercely Debated on House Floor 

A heated debate, strongly along partisan lines, on the sub- 
ject of President Truman's proposed compulsory health insur- 
ance program took place on the House floor on May 27. 
Principal participants were House Majority Leader McCormack 
and Representative Biemiller, Democrats, and Representatives 
Keefe and Hoffman (Michigan), Republicans. The debate was 
precipitated by a speech by Representative Biemiller in which 
he cited testimony presented at the health bill hearings as evi- 
dence that the President does not intend to socialize American 
medicine. 

When Representative Keefe voiced exception, the majority 
leader observed that the late Senator Robert M. Lafollette was 
branded as a sinister figure because of the social reforms he 
advocated. Representative Hoffman, a strong opponent of most 
Truman policies, interjected the opinion that if there are so 
many Americans who cannot afford adequate medical care it ts 
because of the “Democratic-New Deal Party.” 

Keefe’s implication that the Administration seeks nationali- 
zation of hospitals and socialization of medicine brought a 
retort by McCormack that “these are coined phrases for the 
purpose of deceiving the people and creating an impression that 
something sinister, something inimical to the best interests of the 
people is involved in the recommendations made by President 
Truman.” The Democratic leader said he respects the position 
taken by opponents of compulsory health insurance, adding: 
“But when they try to impugn the motives of those who 
honestly are endeavoring to seek a solution there is 
no contribution being made.” 


Antivivisectionists Oppose Experimentation Bill 

Nationa! attention was focused on public hearings conducted 
May 24 and 25 before a special Senate committee on S. 1703, 
which would authorize transfer of unclaimed animals from the 
District of Columbia dog pound to medical schools and other 
institutions. Among those appearing to support passage of the 
bill were Dr. Alfred Blalock, of Baltimore; Dr. George C. 
Ruhland, District of Columbia health officer; Representative 
A. L. Miller (Republican, Nebraska), who is a doctor of medi- 
eine; Dr. Charles F. Morgan, of Georgetown University School 
of Medicine, and Dr. Norman H. Topping, assistant director of 
the National Institutes of Health. Individuals and representa- 
tives of various societies urged defeat of the bill on the ground 
that it condones cruelty to animals. 


National Science Foundation Bill Advances 

The Priest subcommittee of the House has _ favorably 
reported a slightly revised National Science Foundation bill, 
which is expected to be approved by the House Interstate and 
Foreign Commerce Committee early in June and then forwarded 
to the floor for final action. The new measure, formally intro- 
duced May 24 as H. R. 4846, differs only in minor details from 
the bill that has already passed the Senate. It provides for 
establishment of four divisions within the foundation: Medical 
Research; Mathematical, Physicial and Engineering Sciences; 
Biological Sciences, and Scientific Personnel and Education. 
Establishment of special commissions, as for poliomyelitis, is 
left to the discretion and judgment of the foundation. 


Bill Authorizes Medical Aid for Veterans’ Children 

Children—regardless of age—of World War II veterans who 
died of service-connected injury or disease would be made 
eligible for government medical, dental, hospital and domiciliary 
care under provisions of a bill that has been introduced in the 
House by Representative Hagen of Minnesota. The measure 
was referred to the Veterans Committee. 
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GOVERNMENT SERVICES 


SECRETARY OF DEFENSE 


APPOINTMENT OF DRS. RAYMOND ALLEN 
AND RICHARD MEILING 


Secretary of Defense Johnson las announced the appointment 
of Dr. Raymond B. Allen, President of the University of 
Washington, Seattie, as Director of Medical Services for the 
National Military Establishment, and of Dr. Richard L. Meiling 
of Columbus, Ohio, as Deputy Director. They will assume their 
duties in the Office of the Secretary of Defense about July 1. 
In announcing the appointments, Secretary Johnson said, “I am 


confident that with a Director and Deputy Director of such — 


high caliber and with the aid and counsel of the Armed Forces 
Medical Advisory Committee, great progress will be made 
toward the objectives of a more unified and effective medical 
service for the Armed Forces.” 

Dr. Allen will continue as Director of Medical Services for 
three months to initiate organization of the recently formed 
National Military Establishment Medical Services Division, 
which will coordinate operation of the medical services of the 
three military departments and related National Military Estab- 
lishment agencies. On October 1 he will return to the Uni- 
versity of Washington, and Dr. Meiling will be appointed 
Director of Medical Services. 

Dr. Allen was one of the original members of the Armed 
Forces Medical Advisory Committee when it was formed last 
December. He also was a member of the National Security 
Organization of the Commission on Organization of the Execu- 
tive Branch of the Government (Hoover Commission), which 
made an intensive study of the military medical services and 
recommended establishment of a Medical Advisory Board in 
the Office of the Secretary of Defense. In addition, he is 
Chairman of the Special Committee on Civil Defense of the 
Research and Development Board. 

He was born in North Dakota and from 1928 to 1930 was in 
general medical practice in Minot. He was a fellow of the 


Mayo Foundation, 1930-1933; associate dean in charge of grad- 
uate studies, College of Physicians and Surgeons, Columbia 
University, 1934-1936; associate director, New York Post- 
Graduate Medical School and Hospital, Columbia University, 
1933-1936; dean, Wayne University College of Medicine, 1936- 
1939; executive dean, Chicago Colleges of the University of 
Illinois (medicine, dentistry and pharmacy), September 1930- 
1946; dean, College of Medicine, University of Illinois, Sep- 
tember 1943-1946. 

Dr. Meiling was the Air Evacuation Officer, Headquarters, — 
Army Air Force, in 1942. He then had charge of planning, 
organization and administration for air evacuation of patients 
from battlefields and stations to hospitals in the United States. 
He was born in Springfield, Ohio, and has been assistant pro- 
fessor, Department of Obstetrics and Gynecology, College of 
Medicine, Ohio State University, Columbus. He was graduated 
from the Army-Air Force School of Aviation Medicine and 
from the Command and General Staff School in 1942. He 
is a specialist certified by the American Board of Obstetrics and 
Gynecology and a member of the Aero Medical Association, 
the Royal Society of Medicine, London, England, the Associa- 
tion for Study of Internal Secretion, the American Medical 
Association, the Columbus Surgical Society, and the Columbus 
Obstetric and Gynecologic Society. 

The duties of the Director of Medical Services are: 1. Estab- 
lishment and control of general policies, standards and programs 
for the medical services of the three military departments and 
appropriate agencies of the National Military Establishment. 
2. Exercise general direction, authority, and control over admin- | 
istration and utilization of personnel and facilities of the medical 
services of such departments and agencies through the heads 
thereof. 3. Such other duties with respect to the medical ser- 
vices of the National Military Establishment as the Secretary 
of Defense may direct. 


ARMY 


AVAILABILITY OF MEDICAL RESERVES 
BEING DETERMINED 


Reserve officers of the Army Medical Corps have been asked 
by Major General R. W. Bliss, the Surgeon General of the 
Army, to signify their availability for short periods of service 
ranging from one to twenty-nine days a month, in order to 
help relieve the critical shortages of professional personnel. 

If response to the questionnaires is sufficiently encouraging, 
reserve officers may volunteer for such short terms of service 
and perform professional duties at hospitals and medical installa- 
tions located in their geographic areas. 

“The Army Medical Department is faced with an unparalleled 
peacetime emergency in carrying out our medical requirements 
satisfactorily,” General Bliss stated. “In time of military emer- 
gency, it is the reserve officer upon whom the great burden of 
effort and sacrifice has fallen. Today, we are again turning to 
reserve officers of the Medical Department for help.” 


INVITATIONS TO MEDICAL STUDENTS 


The Surgeon General has sent letters to about 6,000 junior 
medical students telling them of the opportunities for internships 
in the Army Medical Department and inviting them to visit 
Army general hospitals this summer in anticipation of applying 
for internships for training beginning July 1, 1950 

Each year the Army Medical Department offers internships to 
about three hundred graduates of approved medical schools. 
The selected candidates are commissioned in the Medical 
Reserve Corps, called to active duty and assigned to Army 
general hospitals for a one year rotating internship commencing 
each July 1. Each applicant must be a man not less than 21 
nor more than 32 years of age, must meet the physical require- 


ments and be a citizen of the United States. Applications must 
be received October 18-25, 1949, in order to receive considera- 
tion, and must be forwarded through the dean of the applicant's 
medical school. Sef€ctions will be announced by telegram, 
Nov. 15, 1949. Complete information may be secured from 
the medical professor of military science and tactics at the 
nearest medical school having a Medical Reserve Officers Train- 
ing Corps unit, or by writing direct to the Surgeon General, 
Washington, D. C. 


SURVEY OF RESERVE OFFICERS 


The Surgeon General has sent a questionnaire to reserve 
Army medical officers to determine their availability for short 
periods of duty ranging from one to twenty-nine days a month 
and for longer duty tours. Their response to the questionnaires 
will determine the number of physicians available for short or 
longer periods of duty to relieve the Army’s critical shortage 
occasioned by the imminent separation of medical officers trained 
under the Army Specialized Training Program. The Surgeon 
General stated, “The Army Medical Department is faced with 
an unparalleled peacetime emergency in carrying out medical 
requirements satisfactorily. We are again turning to Reserve 
Officers of the Medical Department for help.” 


PERSONAL 


Majors Walton M. Edwards and Loren F. Parmley Jr. and 
Capt. John W. Sumner of the Medical Corps have been selected 
for advanced training at the University of Colorado (problems 
of newborn infants), University of Wisconsin (internal medi- 
cine) and University of Illinois, Chicago (electroencephalog- 
raphy), respectively. 
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Medical News 


(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


ALABAMA 


Hospital News.—Ground breaking ceremonies were held 
June 4 for the new bed annex of St. Vincent’s Hospital in 
Birmingham, which will be constructed under the Hill-Burton 
Act. St. Jude’s Hospital, a 152 bed general hospital for Negroes 
in Montgomery; a 50 bed general facility, DeKalb County Hos- 
pital at Ft. Payne; Etowah County Health Center at Gadsden, 
and the 24 bed general Perry County Hospital in Marion are 
expected to get under way in June. 

University Retirements.—The Medical College of Alabama 
will lose three of its faculty members because they have reached 
the retirement age. Following June graduation exercises, Drs. 
James S. McLester and James M. Mason, professors of medicine 
and surgery, respectively, both of Birmingham, and Dr. Stuart 
Graves, Tuscaloosa, dean emeritus and director of admissions 
for the school will retire. Dr. McLester has served as pro- 
fessor since 19 Dr. Mason was named professor of surgery 
in 1945. Dr. Graves was dean of the two year school at Tusca- 
loosa for six years; when the school was moved to Birmingham 
in 1945 and offered a four year curriculum, he became director 


of admissions. 
FLORIDA 


State Medical Election.—Officers of the Florida Medical 
Association for the coming year are: Drs. Walter C. Payne, 


Pensacola, president; Herbert E. White, St. Augustine, presi-. 


dent elect, and Robert B. McIver, Jacksonville, secretary- 
treasurer. 


County Society Establishes Registry.—Physicians of the 
Hillsborough County Medical Society have established a registry 
to enable callers to locate physicians for emergency duty or to 
find their own doctors when they are not available at usual 
places. It will give twenty-four hour service. 


ILLINOIS 


Dr. Steffen to Lecture in Europe.—Dr. Curt Steffen, 
Rockford, has accepted invitations to give a series of lectures 
on American medicine at the University of Cologne and the 
University of Hamburg in the British zone of Germany. He 
will also speak on “The Health Policy in the United Status” at 
the annual assembly of medical sociologists and professors from 
German universities in Cologne the first part of July. Dr. 
Steffen formerly was connected with the university in Hamburg. 

Illinois Association of Medical Health Officers.—The 
full time medical health officers in Illinois, at the April meeting 
of the Illinois Public Health Association, reactivated the Lllinois 
Association of Medical Health Officers, which had been dis- 
continued some years ago after it merged with the Illinois 
Public Health Association. The association makes eligible for 
membership all full time medical health officers, school health 
physicians, professor¥ of public health and preventive medicine, 
and other medical men with public health occupation. The 
following officers were elected: Drs. Winston H. Tucker, 
Evanston, president; Samuel N. Mallision, Champaign, vice 
president, and Norman J. Rose, Highland, secretary-treasurer. 
Drs. Arlington Ailes, LaSalle; Albert C. Baxter, Springfield, 
and Pierre A. Steele, Decatur, were elected to the executive 
committee. 

Chicago 

St. Luke’s Alumni Day.—The annual Staff and Intern 
Alumni Day of St. Luke’s Hospital medical staff will be held 
June 22 at the Lake Geneva Country Club. Golf, tennis and 
boating will be enjoyed. For reservations, telephone Dr. Willis 
G. Diffenbaugh, secretary of the alumni association, at Harrison 
7-5000 or Harrison 7-1500 

Borden Undergraduate Award.—Edward H. Lanphier of 
Dixon, a senior at the University of Illinois College of Medi- 
cine, has been named winner of the Borden Undergraduate 
Research Award for 1949. The award represents a gift of 

Originality and thoroughness of research are of primary 
consideration in selecting the winner for the award established 
by the Borden Company Foundation, Inc. Mr. Lanphier, who 
will receive his Doctor of Medicine degree from the University 
of Illinois this month, has been doing research in the department 
of pharmacology since 1946. 


MEDICAL NEWS = 


Grant for Virus Studies.—The board of directors of the 
Hektoen Institute for Medical Research of the Cook County 
Hospital has announced the receipt of a grant of $13,800 from 
the Dr. Leonard H. and Louis Weissman Medical Research 
Foundation on June 1, to be used for special virus studies, 
conducted under the supervision of Dr. Oscar Felsenfeld, 
director of bacteriology and virology. 


KENTUCKY 


Mental Hospital Building Campaign.—Solicitation ot 
additional funds amounting to $1,000,000 for Our Lady of 
Peace Hospital, Louisville, has been started. The bed 
capacity of the hospital for mental and nervous diseases has 
been increased from 108 to 150. The total cost of the hospital 
now under construction will be about $2,100,000, $682,734 of 
which has been allocated by the federal government. 

Poliomyelitis Hospital Committee.—A subcommittee to 
the Permanent Planning Poliomyelitis Committee has been 
appointed to work out a plan to take care of the hospital 
facilities for any possible epidemic of poliomyelitis. Dr. Charles 

Wood, Louisville, director of poliomyelitis clinics in the 
state, heads this subcommittee. Hospital space will be allotted 
according to areas, and the committee will decide which 
hospitals should receive the overflow after certain ones have 
reached their capacities. Other members of the committee are 
Dr. Alexander J. Alexander, Lexington, representing pedi- 
atricians, and Dr. Tracy Jones, Harlan, representing the state 


health department. 
LOUISIANA 


Society News.— The New Orleans Graduate Medical 
Assembly installed Dr, Curtis H. Tyrone as president and 
chose Drs. Edwin H. Lawson president elect, Woodard D. 
Beacham secretary and H. Ashton Thomas treasurer. The 
1950 meeting will be held March 6-9 at the Municipal 
Auditorium. 


State Medical Election.—Louisiana State Medical Society 
officers for the coming year, selected at the annual meeting 
May 5-7 are: Drs. Edwin H. Lawson, New Orleans, president, 
and George W. Wright, Monroe, president elect. Dr. James 
Q. Graves, Monroe, was selected delegate to the American 
Medical Association, 1950-1951, with Dr. Arthur A. Herold, 
Shreveport, as alternate. Baton Rouge was chosen as the 1950 


meeting place. 
NEW JERSEY 


Society News.—The New Jersey Proctologic Society has 
chosen the following officers: Dr. Julius E. Gerendasy, Eliza- 
beth, president; Dr. Urban R. Finnerty, Montclair, secretary, 
and Dr. Saul Zager, Newark, treasurer. 

State Medical Election.—The Medical Society of New 
Jersey at its annual meeting in April installed Dr. James F. 

Yorton, Jersey City, as president, Drs. Aldrich C. Crowe, 
Ocean City, president elect, Earl L. Wood, Newark, secretary, 
and George J. Young, Morristown, treasurer. 

Foundation Honors 50 Year Practitioner.—The associ- 
ates and friends of Dr. Max Danzis, Newark, have established 
the Max Danzis Medical Education Foundation in honor of 
his fiftieth year of practice. The foundation will create scholar- 
ships to enable deserving persons to further their medical 
knowledge and_ skill, establish residencies and provide for 
research problems and related projects. The officers of the 
foundation are Drs. Charles M. Robbins, Newark, president; 
Julius Newman, Newark, secretary, and Herman S. Nash, 


Newark, treasurer. 
NEW YORK 


Conference on Public Health.—Lake Placid has been 
chosen by the state department of health and the State Health 
Officers Association as the location for the Annual Conference 
of Health Officers and Public Health Nurses, June 20-23. The 
Association of School Physicians will hold its annual meeting 
on the opening day, in conjunction with the general conference 
of public health administrators. 

Child Guidance Clinic Teams.—Two new child guidance 
clinic teams will be set up by the New York State Department 
of Mental Hygiene. The team operating in Suffolk County was 
scheduled to begin work June 1 under the direction of Dr. 
Joseph W. Haley, formerly supervising psychiatrist at Kings 
Park State Hospital. The Nassau County team, to begin opera- 
tion September 1, will be under the supervision of Dr. Paul G. 
Edgar, senior psychiatrist at Manhattan State Hospital. The 
state department at present has eight traveling child guidance 
clinic teams, each consisting of a psychiatrist, a psychologist 
and a psychiatric social worker. The clinic teams, operating 
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under the department’s Division of Prevention, maintain regular 
schedules in designated cities and towns. During the past year 
more than 7,000 children were served through over 1,000 child 
guidance clinics held in 132 communities. The Suffolk County 
child guidance team has established headquarters at Riverhead 
in a suite of rooms furnished by the Suffolk County Health 
Department. Clinics will be held every Tuesday. Clinics will be 
held each Monday at Toaz Junior High School in Huntington, 
each Wednesday at Our Lady of Perpetual Help School at 
Lindenhurst. On the first and third Thursday of each month 
a clinic will be conducted in rooms furnished by the County 
Department of Health at Islip, and on the second and fourth 
Thursday at the River Avenue School in Patchogue. The 
department is currently engaged in a survey which aims to 
locate and evaluate these services on a statewide basis. 
Community Nutrition Institute.—The third Community 
Nutrition Institute sponsored by the New York State Depart- 
ment of Health and the College of Home Economics, Syracuse 
University, will be held on the University Campus, July 5-16. 
It is open to physicians, nutritionists, public health nurses and 
college teachers of nutrition. The subjects for discussions are 
What a Community Expects of the Nutritionist, Services of 
the Nutritionist to the Community, Nutrition Surveys, Role of 
Emotions in the Maintenance of Health, Method of Teaching 
Nutrition to Children, Advances in the Role of Fat and Carbo- 
hydrate and Protein in Nutrition, and Diabetes and Care of the 
Diabetic Patient. Total cost of the institute including board 


and room will be $100. Address inquiries to Dr. Anne 
Bourquin, College of Home Economics, Syracuse University, 
Syracuse, N. Y. 


New York City 

Kings County Hospital.—Cornerstone ceremonies for the 
ten story 570 bed Kings County Tuberculosis and Chronic 
Disease Hospital in Brooklyn, a part of the Kings County 
Hospital Medical Center, were held June 10 with Mayor 
William O'Dwyer as principal speaker. The hospital, estimated 
to cost $7,300,000 and scheduled for completion in the summer 
of 1950, is one of the several municipal hospital projects now 
under construction. The others are the Francis Delafield Hos- 
pital, the James Ewing Hospital and the Bird S. Coler Chronic 
Disease Hospital and Home. 

Cardiac Clinic for Industry.—The cardiac clinic of the 
New York University-Bellevue Medical Center has set up a 
work classification unit to determine the type of occupation 
persons with heart disease may safely hold in business and 
industry. The survey, which will take more than a year, will 
be conducted among the outpatients attending the Bellevue 
Hospital Thursday Night Cardiac Clinic. The unit is under 
the direction of Dr. Leonard J. Goldwater, and the work is 
being underwritten by the New York Heart Association. 
Physicians representing two leading business firms are con- 
tributing their time: Drs. John H. Iselin Jr., of Consolidated 
Edison and the Chase National Bank, and Sigmund Falk, New 
York, of the Emerson Radio Corporation. 

Increase in New Tuberculosis Cases.— 
statistician for the New York Tuberculosis and Health Asso- 
ciation, health department figures for the first three months 
of 1949 show a 20 per cent increase in the number of new 
cases of tuberculosis reported over the same three periods of 
1948. There were 2,476 new cases reported this year up to 
April 1 as compared with 1,959 for the first three months last 
year. There was, however, for the first quarter of this year, 
a decrease in the number of deaths from tubercu'osis. In 
Manhattan, the most crowded borough, the rise in tuberculosis 
was at a greater rate than for the city as a whole, more than 
half of the new cases being reported from that borough. On 
April 1 of this year there were 6,165 patients in the city’s 
tuberculosis hospitals compared with 5,230 on the same day a 
year ago, an increase of 18 per cent. Tuberculosis clinics like- 
wise report a 12 per cent increase in the number of patients 


treated 
NORTH CAROLINA 


State Medical Election.—The Medical Society of the State 
of North Carolina at its annual meeting installed Dr. G. 
Westbrook Murphy, Asheville, as president, and elected Drs. 
Roscoe D. McMillan, Red Springs, president elect and Millard 
D. Hill, Raleigh, secretary-treasurer. 

State Heart Association.—Dr. Robert L. McMillan, asso- 
ciate professor of clinical medicine, Bowman Gray School of 
Medicine of Wake Forest College, Winston-Salem, was elected 
president of the North Carolina Heart Association at a recent 
organizational meeting in Pinehurst. Dr. George T. Harrell Jr., 
head of the department of internal medicine, was named secre- 
tary. The association will sponsor a symposium on_ heart 
disease for doctors and laymen at the school in the fall. 


According to the 
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Funds for Local Health Work.—The North Carolina 
State Board of Health has allocated the $800,000 annual fund 
to aid local health work as follows: $3,000 a year to each of 
the state’s 100 counties; $500 in addition for each county con- 
ducting a twenty week oral hygiene program; $250 for each 
county conducting a ten week oral hygiene program anJ 40 
cents for each school child, based on average daily attendance 
in each health unit. It was decided that the $175,000 venereal 
diseases fund will be apportioned as in the past, but an 
additional fund will be allocated on the basis of population. 
This will amount to about Sto 8 cents per capita. 


OHIO 


Personals.—Dr. Allyn B. Choate of Charlotte recently became 
president of the North Caroiuna Mental Hygiene Society for 
a two year term.——Dr. Everett F. Conlogue, super.ntendeat 
snce 1943 of the Stillwater Sanatorium, Dayton, is the newly 
e.ected president of the Ohio Tuberculosis Hospital Association. 

Gift to Western Reserve.—The Louis D. Beaumont Foun- 
dation, Cleveland, has made a gift of $109,000 to Western 
Reserve University School of Medicine, Gercens, with no 
restriction on its use. According to Dr. Joseph T. Wearn, 
dean, the money will be used to pay better salaries to faculty 


members. 
PENNSYLVANIA 


Joint Meeting.—The Reading Eye, Ear, Nose and Throat 
Society held a joint meeting with the Reading Dental Society 
May 18. Dr. S. Gordon Castighano, Philadelphia, spoke on the 
“Oral Cavity—the Physician and the Dentist,” and Dr. Benjamin 
F. Souders, Reading, on “Ocular Manifestations of Tropical 
Diseases and Their Treatment.’ 


Honor Secretary for Long Service.— The Bradford 
County Medical Society presented Dr. Stanley D. Conklin, 
Sayre, Pa., with a gold watch and chain properly inscribed 
in appreciation of twenty-five years of service as society secre- 
tary. The Medical Society of the State of Pennsylvania sent 


congratulations. 
Philadelphia 


Assistance for Tuberculosis Patients.—The William B. 
Lake Foundation has been established to provide assistance to 
citizens of Philadelphia and its environs who are suffering from 
pulmonary tuberculosis. Applicants must be deserving members 
of the “upper middle class” of society who do not normally 
receive a.d and who are not able to pay the cost of proper hos- 
pitalization and care. Physicians should make application for 
their patients to the William B. Lake Foundation, Ralph D 
Strong, secretary, 135 B. Broad Street, Philadelphia 9. 

Alumni Seminar.—The annual Alumni Postgraduate Sem- 
inar of the Hahnemann Medical College and Hospital will be 
held June 22-23. On Wednesday morning the discussions will 
be limited to obstetrics and gynecology ; in the afternoon to 
pediatrics. In the evening the main address will be given by 
Dr. Pascal F. Lucchesi, medical director of the PhilaJelphia 
General Hospital. On Thursday the morning sessions will 
devoted to problems of general surgery and the afternoon sessions 
to those of internal medicine. The Alumni Banquet will 
held that even.ng at 7 p. m. in the Benjamin Franklin Hotel. 

Personals.—Carl D. Anderson, Ph.D., scientist and presi- 
dent of the Society of Sigma Xi, and Dr. William T. Taliaferro 
ot the University of Chicago, will be the recipients of the hon- 
orary degree of Doctor ot Laws at ceremonies attending the 
installation of the hundred and second chapter of Sigma Xi at 
Temple University on April 28. Dr. John Yeatts Howson 
of Wayne is the recipient of the first annual citation given by 
the Philadelphia Division of the American Cancer Society for 
outstanding work in cancer control. The citation was “for out- 
standing leadership in organizing and conducting the Committee 
on Diagnostic Delay in Pelvic Cancer,” which was established 
by the Obstetrical Society of Philadelphia and the Philadelphia 
County Medical Society in 1945 

New Heart Clinic.—A gift of $250,000 for the construction 
of a new heart ciinic and an additional $25,000 to extend for 
two years an original grant made in 1940 for cancer research 
have been presented to the University of Pennsylvania by the 
Penn Mutual Life Insurance Company. The new clinic, to be 
known as the Penn Mutual Heart Clinic for the Study and 
Treatment of Cardiovascular Diseases, will be part of the out- 
patient building of the Thomas Sovereign Gates Memorial 
Pavilion in the university's proposed new medical center. The 
late Dr. Gates served as president of the university and was a 
trustee of Penn Mutual for more than twenty-two years before 
his death in 1948. The clinic will consist of one half floor in 
the center, a total of twenty-nine rooms which will provide 
enlarged facilities for both treatment and research. 


6 
‘Vv 


Votume 140 
NuMBER 7 


Pittsburgh 

New Graduate School Appointments.—The Graduate 
School of Public Health, University of Pittsburgh, has announced 
the following faculty appointments : 

Dr. James A. Crabtree, a member of the U. S. Public Health 
Service since 1938, has been named head of the departnient of 
public health practice. He was in public health work in 
Tennessee from 1926 to 1934, when he became associate 
director of health, Tennessee Valley Authority. He served 
with the U. S. Public Health Service initially as epidemiologist 
in the National Cancer Institute; subsequently as executive 
assistant to the Surgeon General, executive secretary of the 
Health and Medical Committee of the Council of National 
Defense, consultant to the War Production Board and to the 
Office of Lend-Lease Administration, acting director of health 
for the United Nations Relief and Rehabilitation Association, 
Deputy Surgeon General ard director of the Medical Division, 
National Security Resources Board. 

Antonio Ciocco, D.Sc., also of the U. S. Public Health 
Service, has been appointed head of the department of biosta- 
tistics. Dr. Ciocco, a graduate of the University of Naples and 
of Johns Hopkins University, Baltimore, was associate in 
otology, Johns Hopkins School of Medicine 1930-1936, and 
associate in biology at the school of Hygiene and Public Health 
1937-1939. Since then he has been biometrician, public health 
administrator and deputy chief of the Division of Public Health 
Methods, U. S. Public Health Service. 

Other appointments include Theodore F. Hatch, research 
director, Industrial Hygiene Foundation, Pittsburgh, professor 
of industrial health engineering, and Paul M. Densen, D.Sc., 
chief of medical research statistics Division, Department of 
Medicine and Surgery, Veterans Administration, associate pro- 
fessor of biostatistics. 

TONNESSEE 


Fifty Year Practitioners. — Certificates and fifty year 
buttons for a half century of service were presented last month 
to 13 physicians at a meeting of the Nashville Academy of 
Medicine. Presentations were made by Dr. Nathaniel S. Shof- 
ner, president of the Tennessee State Medical Association. 

Cancer Finding Program.—The State Public Health Coun- 
cil on May 12 appointed a committee to work out details of 
a new cancer finding program of the Tennessee Department 
of Public Health. The state legislature has appropriated 
$50,000 a year for the program; $56,000 of additional federal 
funds are reported available also. The committee will recom- 
mend a method of paying for services for the cancer detection 
program and recommend the location of clinics. Drs. Robert 
N. Buchanan Jr., Nashville; Cecil B. Tucker, Nashville, and 
Robert H. Hutcheson, Nashville, state department commissioner, 
were named to the committee which will work with the Ten- 
nessee Division of the American Cancer Society. Plans wiil 
deal with the establishment of a cancer service within the 
Division of Preventable Diseases on July 1. 


TEXAS 


University Appointment.—Dr. Joe C. Rude, of the Vet- 
erans Administration Hospital, Oklahoma City, has accepted 
appointment as professor of radiology at the University of 
Texas Medical Branch, Galveston. 

Gorgas Memorial Plaque.—A memorial plaque honoring 
Major General William C. Corgas, pioneer fighter against 
yellow fever, was unveiled recently in Brownsville by the 
general's granddaughter, Mrs. P. A. Hofheinz, Houston. The 
plaque, presented by the Brownsville Historical Association, 
will be installed in the Brownsville Junior College Administra- 
tion Building, which was formerly the hospital for Fort Brown, 
where Gorgas was an Army physician in 1880. 

Industry Builds a Hospital.—A million dollar general 
hospital built by a nonprofit corporation founded by local 
industries was opened May 7 in Lufkin. More than $1,000,000 
was contributed by fourteen business firms and industries. The 
102 bed- hospital will serve 4,000 employees of the sponsoring 
companies for whom it is primarily intended, although it can 
accommodate the citizens of Angelina County du nal 
times. Only unusual circumstances will necessitate . . e- 
erence to employees of the companies. Governor Beautord 
Jester gave the dedicatory address. Dr. U. Gail Medford, 
Lufkin, will be chief of staff. 

‘- Ashbel Smith, M.D.— 1805-1886.— A feature of the 
Graduation Exercises of the University of Texas Medical 
Branch, Galveston, June 10, was the unveiling of a bronze 
head of Ashbel Smith, M.D. (1805-1886), Surgeon General of 
the Republic of Texas and first chairman of the Board of 
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Regents of the University of Texas. Dr. Smith received his 
M.D. degree from Yale in 1825 and studied in Paris. He 
rendered heroic service in the yellow fever epidemic in Gal- 
veston in 1839, established the first hospital in Houston in 
Texas during the war for independence, and was the first Min- 
ister of the Republic of Texas to England and France. During 
the Civil War Dr. Smith raised the Second Texas Infantry and 
was its commander. He was a member of the state legislature 
and arranged for the establishment of the University of Texas 
and served as dean of Texas Medical College in Galveston 
before the establishment of the Medical Branch. 


VERMONT 


Medical History Club.—A history club has been organized 
by students and faculty of the University of Vermont College 
of Medicine at Burlington. Two meetings have been held this 
year. The name adopted was “Surgeons of the Short and Long 
Robe.” Four meetings are planned for the academic year 1949- 
1950. There is a backlog of available papers and an apparent 
enthusiasm on the part of both students and faculty. 


VIRGINIA 


County Health Service Endowed.—A privately endowed 
county health service was launched at Victoria May 21. Gover- 
nor Tuck and Colgate W. Darden Jr., president of the Univer- 
sity of Virginia, were the principal speakers. The two story 
colonial brick building which will house the Lunenburg Health 
Service, Inc., is financed by a $250,000 trust fund created by 
Robert Miles W illiams, owner of the Victoria Supply Company 
and a victim of infantile paralysis. The nonprofit corporation 
will complement the work of the state public health unit to 
be estab!ished in Lunenburg County July The structure 
includes clinic rooms, laboratory and rooms for emergency 
patients furnished by private citizens in the county and given 
to the foundation. The clinics will have services of three 
physicians and two dentists. 


WASHINGTON 


Community Observes Dr. Hood Day.—The town of 
Ferndale paid its respects to Dr. Charles S. Hood May 10. The 
observance took the form of an open house at his home in 
the afternoon and a dinner sponsored by the Lions Club in the 
evening. The high school band serenaded Dr. Hood, who has 
been Ferndale’s physician for forty-seven years. 


Dr. Ripley Heads Psychiatric Department.—First head 
of the new psychiatric department of the University of Wash- 
ington School of Medicine, Seattle, is Dr. Herbert S. Ripley. 
He has been an assistant professor of psychiatry at Cornell 
University Medical College, New York. A graduate of Harvard 
Medical School, Boston, 1933, Dr. Ripley has tought at Cornell 
University since 1935 except for the war years, when he was 
a consulting psychiatrist in the South Pacific with the rank 
of lieutenant colonel. 

HAWAII 


Returns as Chief of Tuberculosis Control.—Dr. Robert 
H. Marks has returned to his position as head of the Bureau 
of Tuberculosis Control of the Territorial Department of 
Health after a year’s absence. He has been serving as director 
of the Jefferson Tuberculosis Sanatorium in Birmingham, Ala. 
Dr. Maurice L. Brodsky, acting chief of the bureau, who was 
on loan to the territory from the U. S. Public Health Service, 
returned to the mainland April 21. 

Hawaii Proposed as Clearing House on Epidemiology. 
—A formal proposal to make Honolulu the “intelligence center” 
for epidemiologic information for the Pacific area has been 
advanced by Karl F. Meyer, Ph.D., director of the Hooper 
Foundation of San Francisco, affiliated with the University of 
California. Dr. Meyer offered a resolution to this effect at the 
Pacific Science Congress at Auckland, New Zealand, earlier 
this year. It was approved and has been referred to the Pacific 
Science Board for consideration. In a stop-off at Honolulu Dr. 
Meyer discussed the idea with officials of the Territorial Health 
Department. “With exisiting fast transportation,” he said, 
“the disease of one area in the Pacific can become the epidemic 
of another area within a few days. Hawaii, strategically located, 
should be the clearing house for information on epidemiology, 
as Singapore was before the war under the League of Nations.” 
He suggested, however, that the present proposal be strictly a 
Pacific matter, not affiliated with the United Nations. Among 
the outstanding problems cited by Dr. Meyer as requiring atten- 
tion were tuberculosis among all the natives, filarial infections 
in Samoa and the Fijis, leprosy in New Caledonia and wide- 
spread tooth decay. He suggested as one project for the center 
the standardization of leprosy treatment. 
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GENERAL 


International Meeting on Ophthalmology.—The Pan- 
American Association of Ophthalmology and the National 
Society for the Prevention of Blindness will hold a joint 
meeting at the Floridian Hotel, Miami Beach, Fla., March 
26-30, 1950. It will be the annual meeting of the national 
society and an interim meeting for the Pan-American association. 

Diabetes Detection Drive.—The American Diabetes Asso- 
ciation reports that the diabetes detection drive, inaugurated by 
the association during Diabetes Week, December 6-12, 
covered 145,960 patients including 37,243 children. The program 
is continuing. Local committees of doctors from county medical 
societies provided for free testing of urine of patients either 
in the doctors’ offices or in the detection centers. 

American Board Meeting.—The American Board of Ob- 
stetrics and Gynecology at its annual session in Chicago May 
8-14 elected Drs. Walter T. Dannreuther, New York, president ; 
Paul Titus, Pittsburgh, secretary-treasurer, and Robert 
Faulkner, Cleveland, assistant secretary. At this examination 
meeting 236 candidates were certified. The next annual examina- 
tion meeting will be held at the Hotel Shelburne in Atlantic 
City, N. J., May 21-28, 1950, immediately following the Inter- 
national Congress on Obstetrics and Gynecology in New York. 

Journal on Fertility and Sterility—The American Society 
for the Study of Sterility will publish a new journal, Fertility 
and Sterility, to be devoted to original articles, reviews and 
abstracts. Dr. Pendleton Tompkins, San Francisco, is editor, 
and Dr. Abner I. Weisman, New York, managing editor. The 
advisory board comprises twenty distinguished authorities. 
Original papers on relevant topics should be addressed to Dr. 
Tompkins, 450 Sutter Street, San Francisco 8. Subscriptions 
will be $7.50 a vear and should be sent to Paul B. Hoeber, 
Inc., 49 East 33 Street, New York 16 

German Medical and Dental Periodicals.—An Interim 
Checklist of Holdings of 168 German Medical and Dental 
Periodicals, 1939-1948, in 38 libraries of the United States and 
Canada, has been compiled by the Committee on Periodicals 
and Serial Publications of the Medical Library Association. 
The number of copies to be published will be based on the 
number of orders received by July 15, 1949. To assure receipt 
of a copy, an order accompanied by remittance of $1 should 
be sent before that date to Mrs. Edith Dernehl, Marquette 
nag Medical Library, 561 North 15th Street, Milwau- 
ee 

Hoffeimer Research Award.—At the 1949 convention of 
the American Psychiatric Association Dr. Benjamin Pasa- 
manick, in charge of the Children’s Service of the Division of 
Psychiatry, Kings County Hospital, Brooklyn, and associate in 
psychiatry at the Long Island College of Medicine, Brooklyn, 
received the first Lester N. Hoffeimer Research Award of 
$1,500. The award is offered to the psychiatrist under 40 who 
has published the best research in the preceding three years. 
The work for his paper, “A Comparative Study of the Be- 
havioral Development of Negro Infants” was done at the Yale 
Clinic of Child Development = cea in the Journal of 
Genetic Psychology (69: 3-44, 6). 

Study of Visits to ag Physicians.—A study com- 
pleted by Columbia University’s School of Public Health, reveals 
that in two comparable industrial plants in New York City the 
plant which maintains an industrial physician had more than 
twice as many of its employees visiting family physicians during 
a year’s time as did the plant which does not keep a doctor on 
its rolls. Conducted by a group of investigators headed by 
Drs. Leouard J. Goldwater, New York, and Meyer Rosenblum, 
Brooklyn, the study shows that the plant with a physician in 
attendance referred to family doctors 17 per cent of the plant 
personnel, as contrasted with the non-medical-service factory, in 
which only 7.3 per cent of its employees visited their doctors. 
The employees numbered about 1,000 at each plant. 

Poliomyelitis Report.—According to the U. S. Public 
Health Service, 155 cases of poliomyelitis were reported during 
the week ending May 28 as compared with 101 the previous 
week, 138 for the corresponding week last year and a five year 
median of 44 cases for the week. The current increase was 
accounted for almost entirely by the increase in Texas (from 
42 to 72), California (from 11 to 18), Arkansas (from 2 to 9), 
Oklahoma (from 3 to 7) and Florida (from 3 to 7). No other 
state reported more than 5 cases currently. The cumulative 
total to date is 1,619 cases, as compared with 1,077 last year 
and a five year median of 888 for the same period. Of the 
current total California has reported 378 cases and Texas 291. 

e total since the average seasonal low point of the disease 
is 696, as compared with 729 last year and a five year median 
of 343 for the corresponding pericd. 
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First Medical Exchange Students Arrive.—The first two 
foreign medical students coming here under the Medical Student 
Exchange Program of the Association of Internes and Medical 
Students arrived May 24 from Denmark. They will be followed 
by medical student representatives from France, England, 
Czechoslovakia and Norway. Exchange facilities for clinical 
clerkships have been prepared by the association at Yale Uni- 
versity School of Medicine, New Haven, Conn., and the Uni- 
versity of Pennsylvania School of Medicine and Woman's 
Medical College in Philadelphia. The Medical Student Ex- 
change program has been arranged by the Association of 
Internes and Medical Students and the Medical Student Unions 
in various countries through the facilities of the International 
Union of Students. Thirty American medical students will 
travel to Europe this summer to study at medical centers in 
Denmark, France, Czechoslovakia and England. 

Tuberculosis Culture Bank Affiliates with International 
Group.—An invitation to the Culture Bank of Tubercle Bacilli, 
Trudeau, N. Y., to affiliate with the International Federation 
of Culture Collections of Micro-Organisms at Lausanne, Swit- 
zerland, has been accepted by the National Tuberculosis 
Association, which maintains the Trudeau bank. The invitation 
to become a member of the International Federation is recog- 
nition of the value of the service the culture bank has performed 
and offers an opportunity for more extensive service, said Dr. 
Esmond R. Long, Philadelphia, director of the association’s 
medical research. About eighty laboratories with culture col- 
lections of various types of micro-organisms are members of 
the International Federation under the direction of Professor 
Paul Hauduroy. Member laboratories, on request, can obtain 
cultures of any micro-organisms grown by other member 
laboratories. 


Northwestern Medical Association.—A group of 45 skiing 
physicians from all parts of the United States have formed the 
Northwestern Medical Association, primarily to study winter 
sports from the medical point of view. They will meet each 
year at Sun Valley to discuss skiing safety, snow blindness, 
frost bite, treatment of fractures, high altitude and winter dis- 
eases. At their first meeting the physicians and dentists, who 
are associate members, elected Dr. L. Henry Garland, San 
Francisco, as their first president and Dr. Vernon D. Smith, 
St. Paul, secretary-treasurer. The physicians adopted a con- 
stitution that names the purposes of their new organization as 
the “advancement of the science and art of medicine and the 
betterment of public health especially as it relates to winter 
climates.” The major function of the group will be that of an 
advisory counsel, and recommendations will be made in con- 
nection with all safety aspects of skiing. 

Society Elections.—The American Orthopedic Association 
at its recent annual meeting in Colorado Springs installed Dr. 
Robert W. Johnson Jr., Baltimore, as president, and J. Spencer 
Speed, Memphis, Tenn., president elect.—— The merican 
Proctologic Society at its meeting May 31 to June 4 in Colum- 
bus, Ohio, installed Dr. Louis E. Moon, Omaha, Neb., as 
president, and elected Drs. Hoyt R. Allen, Little Rock, Ark., 
president elect; Wendell W. Green, Toledo, Ohio, secretary 
and Rufus Alley, Lexington, Ky., treasurer——The North 
Pacific Society of Neurology and Psychiatry at its annual meet- 
ing in Portland, April 7-9 installed Drs. H. Ryle Lewis of 
Spokane, Wash., president, and chose Charles P. Larson, 
Tacoma, Wash., president elect. Gerhard B. Haugen, Portland, 
Ore., was reelected secretary-treasurer. The next annual meet- 
ing will be held in Spokane in 1950. 


Marriages 


Joun C. Souvers Jr., Rock Island, IIl., to Miss Louise Aileen 
Padburg of Oklahoma City in Evanston, Ill., February 26 

GLtenn Carre Hatt, Pulaski, Va., to Miss Frances Eliza- 
beth Palmer of South Boston, at Charlottesville, May 21 

LawreNce Lee WASHBURN, Louisville, Ky., to Miss Alice 
Howison Brown in Greeneville, Tenn., May 21. 

Rosert Det Hays, Brady, Texas, to Miss Mary Lou Holland 
of Van Buren, Ark., in New Orleans, May 15 

Meyer Irvine Kriscnuer, Norfolk, Va. to Miss Helen 
Virginia Green in Ingleside, May 20 

Jim C. Barnett Jr. Dallas, Texas, to Miss Ann Fairly 
Wilson of Hazlehurst, Miss., June 14. 

Joun Epcar CAMPBELL Jr., Knoxville, Tenn., to Miss Bobbie 
Jean Darby of Atlanta, May 21 
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Deaths 


Howard Canning Taylor ® New York; born in Green’s 
Farms, Conn., in 1808; Columbia University College of Physi- 
cians and Surgeons, New York, 1891; formerly on the faculty 
of his alma mater; an Associate Fellow of the American Medical 
Association ; specialist certified by the American Board of 
Obstetrics and Gynecology; past president of the American 
Society for the Control of Cancer; member of the American 
Gynecological Society, of which he had been president, and 
the Association for the Study of Internal Secretions; fellow of 
the American College of Surgeons; affiliated with the Tarry- 
town (N. Y.) Hospital, Elizabeth A. Horton Memorial Hospital 
in Middletown, Y., Greenwich (Conn.) Hospital, Sharon 
(Conn. ) Hospital, Stamford (Conn.) Hospital, Roosevelt Hos- 
pital and the Sloane Hospital for Women; died March 26, 
aged 8&0 

Frederick Robert Driesbach, Dansville, N. Y.; born in 
South Dansville, N. Y., May 31, 1865; College of Physicians 
and Surgeons, medical department of Columbia College, 
New York, 1889; member of the American Medical Associa- 
tion; for many years county coroner; formerly member 
and president of the board of pension examiners; served as 
director and president of the Merchants and Farmers National 
Bank; formerly surgeon for the Lackawanna Railroad; a 
founder, from 1927 to 1946 president, president emeritus from 
1946 to 1948, when he became honorary president and formerly 
chief of staff, Dansville General Hospital, now known as the 
Dansville Memorial Hospital, where he died April 25, aged 83, 
of pneumonia. 

Harry Monroe Hendershott ®@ Portland, Ore.; born in 
1879; University of Oregon Medical School, Portland, 1908; 
associate professor emeritus of ophthalmology at his alma mater ; 
specialist certified by the American Board of Ophthalmology and 
American Board of Otolaryngology; member of the Pacific 
Coast Oto-Ophthalmological Society ; served during World War 
I; in recognition of his services during World War II received 
a medal and citation for his work in the selective service system ; 
affliated with Shriners Hospital for Crippled Children and the 
Physicians and Surgeons Hospital, where he died March 26, 
aged 69, of cerebral sclerosis. 

Edward Pennington Allen, Oklahoma City; University of 
Texas School of Medicine, Galveston, 1911; emeritus professor 
of obstetrics at the University of Oklahoma School of Medicine : : 
member of the American Medical Association; member and 
formerly vice president of the Central Association of Obstetri- 
cians and Gynecologists; served during World War I; affiliated 
with St. Anthony and University hospitals ; died March 25, aged 
65, of coronary occlusion. 

Solomon Ben-Asher ® Jersey City, N. J.; University and 
Bellevue Hospital Medical College, New York, 1923; specialist 
certified by the American Board of Internal Medicine; member 
of the National Gastroenterological Association; served during 
World War I; on the staffs of the Jersey City Medical Center, 
Fairmount Hospital and the Greenville Hospital; died April 
27, aged 54, of coronary occlusion with myocardial infarction, 

William John Bingham, Denver ; Colorado School of Medi- 
cine, Boulder, 1904; member of the American Medical Associa- 
tion; also a minister ; formerly a missionary; at one time in 
charge of the Hospital Ausiglenno-Lalinn. Pueblo, Mexico; died 
April 25, aged 76, of cerebral vascular accident and cardio- 
vascular renal disease. 

Jonas Borak @ New York; Medizinische Fakultat der 
Universitat, Wien, Austria, 1921; specialist certified by the 
American Board of Radiology, Inc.; on the staff of the City 
Hospital; died April 4, aged 86, of coronary thrombosis. 

Alexander Moultrie Brailsford ® Major, U. S. Arm 
retired, Camden, S. C.; Medical College of the State of South 
Carolina, Charleston, 1897; formerly member of the state board 
of medical examiners; served in France during World War I; 
entered the medical corps of the U. S. Army in 1920 and retired 
June 30, 1934 for disability in line of duty; died April 6, aged 77, 
of coronary thrombosis. 

Paul Albert Brehm, Madison, Wis.; University of Nebraska 
College of Medicine, Omaha, 1925; member of the American 

edical Association; director of the industrial hygiene division 
of the state board of health; formerly chairman of the National 
Conference of Governmental Industrial Hygienists; affiliated 
with Columbia and Johnston Emergency hospitals ; died April 29, 
aged 48, of acute coronary occlusion. 

Jeptha Latamore Brock, Franklinton, La.; Medical Depart- 
ment of Tulane University ‘of Louisiana, New Orleans, 1903; 
served as parish coroner and sheriff; died April 7, aged 69, of 
cerebral hemorrhage and uremia. 
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George Clay Campbell, Anadarko, Okla.; Kansas City 
(Mo.) Medical College, 1899; served during World War |[; 
died April 18, aged 73, of carcinoma. 


Charles F. Childs, Quincy, Ill.; Kentucky School of Medi- 
te Louisville, 1892; served during World War I; died April 
aged 76 


George C. Clisby, Kinsman, Ohio; Western Reserve Uni- 
versity Medical Department, Cleveland, 1900; served during the 
Spanish-American War; died April 19, aged 76, of chronic 
myocarditis and cerebral hemorrhage. 


Oliver Warren Cobb ® Florence, Mass.; University of 
Virginia Department of Medicine, Charlottesville, 1897; an 
Associate Fellow of the American Medical Association; ‘died 
in Northampton, April 6, aged 90, of arteriosclerosis. 


David Young Cohill, Marblehead, Mass.; Boston Univer- 
sity School of Medicine, 1896; died April 9, aged 84 

Jesse F. Conrad, Magnetic Springs, Ohio; Eclectic Medical 
Institute, Cincinnati, 1901; died April 21, aged 76, of cerebral 
hemorrhage. 


Matthias W. Conrow, Springfield, Mass.; New York 
Homeopathic Medical College and Hospital, New York, 1905; 
fellow of the American College of Surgeons; on the staff of 
Wesson Memorial Hospital; died April 14, aged 70, of coronary 
thrombosis. ‘ 


Floyd Harrison Cook, Akron, Ohio; Syracuse University 
College of Medicine, 1907; on the staff of City Hospital; for 
many years eye surgeon for the Erie Railroad; died April 12, 
aged 67, of subarachnoid hemorrhage. 


Emelyn Lincoln Coolidge, New York; Cornell University | 
Medical College, New York, 1900; formerly affiliated with the 
Babies Hospital and the Lying- -In’ Hospital; author of numer- 
ous books; died April 14, aged 75, of arteriosclerosis and 
hypertension. 


Charles Elihue Copeland ® Charleston, W. Va.; College 
of Physicians and Surgeons, Baltimore, 1893; an Associate 
Fellow of the American Medical Association; past president of 
the Kanawha Medical Society; served during World War I; 
on the staff of Mountain State Memorial Hospital; died April 
20, aged 81. 


Hiram Thomas Coulter, Rockdale, Texas; Bellevue Hos- 
pital Medical College, New York, 1898; member ‘of the American 
Medical Association ; served during World War I; on the school — 
board; died in a hospital at Temple recently, aged 75, of cerebral 
hemorrhage. 


Thomas E. Craig, Charlotte, N. C.; Knoxville (Tenn.) 
Medical College, 1904; died April 12, aged 79, of uremia. 


Howard Cone Curtis @ Moorestown, N. J.; Columbia 
University College of Physicians and Surgeons, New York, 
1922; formerly secretary of the Burlington County Medical 
Society ; affliated with the Burlington County Hospital, Moun: 
Holly, where he died April 7, aged 56, of rupture of the aorta. 


Hugh Alexander Cuthbertson ®@ St. Petersburg, Fila.; 
University of Toronto Faculty of Medicine, 1894; an Associate 
Fellow of the American Medical Association; died April 21, 
aged 79, of myocardial infarction. 


William Minor Dabney ® Ruxton, Md.; University of 
Virginia Department of Medicine, Charlottesville, 1896 ; 
April 20, aged 75. 


Eric Jacob Danek, Chicago; Dearborn Medical College, 
Chicago, 1906; died April 16, aged 68, of diabetes mellitus and 
chronic interstitial nephritis. 

Frederick Bond Dart, Niantic, Conn.; University of Mary- 
land School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1923 ; member of the American Medical Association ; 
medical examiner at East Lyme for many years; served during 
World War I; at one time health officer at large with the state 
department of health in Baltimore; died April 24, aged 57. 


Virginia M. Davies, Congers, N. Y.: Woman's Medical 
College of the New York Infirmary for Women and Children, 
New York, 1885; died April 21, aged 87, of thrombosis. 


Robert Jerome Day, Imperial, Neb. ; University of Nebraska 
College of Medicine, Omaha, 1940; member of the American 
Medical Association; served during "World War Il; died April 
14, aged 32, of carcinoma of the colon. 


Michael Patrick DeVito, Washington, D. C.; Georgetown 
University School of Medicine, Washington, 1932: member of 
the American Medical Association ; assistant professor of 
surgery in plastic and reconstructive surgery at his alma 
mater ; served during World War II; affiliated with Georgetown, 
Emergency, Children’s, Gallinger and Providence hospitals ; died 
in Pinehurst, N. C., April 18, aged 43, of coronary occlusion. 
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L. James Dixon, Denver; St. Louis College of Physicians 
and Surgeons, 1922; died in the Mercy Hospital April 20, 
aged 

Joseph Murray Doyle, Chicago; Victoria University Medi- 
cal Department, Coburg, Ontario, Canada, 1893; died April 28, 
aged 83, of cerebral hemorrhage and carcinoma. 

Richard Alvin Drake, Medford, Mass.; Harvard Medical 
School, Boston, 1902; member of the American Medical Asso- 
ciation; formerly city physician and member of the local board 
of health; on the staff of the Lawrence Memorial Hospital; 
died April 8, aged 70 

Floyd Ernest Duncan ® Rushville, Ill.; St. Louis College 
of Physicians and Surgeons, 1922; affiliated with Schmitt 
Memorial Hospital in Beardstown; died in Green Bay, Wis., 
April 10, aged 48. 

Robert Wirt Dunham, Elkins, W. Va.; College of Physi- 
cians and Surgeons, Baltimore, 1°08; died April 23, aged 67. 

Thomas Martin Egan, Chicago; Bennett Medical College, 
Chicago, 1915; member of the American Medical Association ; 
on the staff of Illinois Central Hospital, where he died April 10, 
aged 62, of cerebral hemorrhage and hemiplegia. 

James Claude Elsom, Madison, Wis.; Medical College of 
Virginia, Richmond, 1886; member of the American Medical 
Association ; emeritus professor of physical therapy at the Uni- 
versity of Wisconsin Medical Schcol; professor of physical 
culture and director of gymnasium at the University of Wis- 
consin from 1894 to 1930; served during World War |; for- 
merly on the staffs of the University and Wisconsin General 
hospitals; died April 11, aged 8&2, of heart disease. 

James Ernest Fox @ Hopkinsville, Ky.; Hospital College 
of Medicine, Louisville, 1904; member of the Southern Psychi- 
atric Association and the American Psychiatric Association; 
formerly health officer of Paducah; at one time superintendent 
of Central State Hospital in Lakeland; served on the staff of 
the Western State Hospiial; died in the Riverside Hospital, 
Louisville, April 7, aged 71, of diabetes mellitus. 

George W. Fredendall, Lexington, Mo.; Chicago Medical 
College, 1886; died March 29, aged 85. 

Karl Friedbacher, West Aliis, Wis.; University of Pennsyl- 
vania Schoo! of Medicine, Philadelphia, 1925; member of the 
American Medical Association; fellow of the College of Sur- 
geons; died in Naples, Fla., May 10, aged 48, of bronchogenic 
carcinoma. 

John Henry Frost, Stanton, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1894; died 
April 7, aged 82, of intestinal hemorrhage and gangrene of the 
left foot. 

Silvies S. Fuller, La Mesa, Calif.; Kansas City Hahnemann 
Medical College, Kansas City, Mo., 1903; died April 12, aged 74. 

James John Galman ® Sheldon, lowa; Detroit College of 
Medicine, 1897; affiliated with St. Josep Hospital; died in 
Sioux City April 1, aged 76, of uremia. 

Ralph English Garnhart, Milan, Ohio: Ohio Medical Uni- 
versity, Columbus, 1904; also a registered pharmacist; member 
of the American Medical Association; died April 7, aged 73, 
of coronary occlusion. 

Shaul George @ Pittsburgh; Northwestern University Medi- 
cal School, Chicago, 1904; fellow of the American College of 
Physicians; served during World War War I; for many years 
affiliated with Pittsburgh Hospital, where he died April 14, 
aged 75, of carcinoma of the bladder. 

Michael Gradess, Philadelphia; Temple University School 
of Medicine, Philadelphia, 1906; died April 2, aged 73, of heart 
disease. 

John Bagg Griggs, New York; Yale University School of 
Medicine, New Haven, 1897; served during World War I; at 
one time practiced in Hartford, Conn., where he was on the 
staff of the Hartford Hospital; died in St. Clare’s Hospital 
April 7, aged 79 

Charles Lee Harding, Bellevue, Ohio; Eclectic Medical 
Institute, Cincinnati, 1896; served during World War I; on the 
school and library boards; died April 1, aged 74, of Hodgkin’s 
disease. 

Harry B. Harris, Dayton, Ohio; University of Pennsylvania 
Department of Medicine, Philadelphia, 1894; member of the 
American Academy of Ophthalmology and Otolaryngology; 
fellow of the American College of Surgeons; served on the staff 
of Miami Valley Hospital, where he died February 16, aged 
82, of leukemia. 
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Agnes Barlow Harrison, Eastsound, Wash.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1881; died April 24, aged 89, of coronary thrombosis. 


Alma Fife Heath ® Washington, D. C.; George Washington 
University School of Medicine, W ashington, 1931; associate 
in medicine and member of the board of directors of the National 
Homeo;athic Hospital, where he died April 13, aged 46, of 
gastric ulcer with hemorrhage. 


David Aloysius Heffernan ® Boston; Harvard Medical 
School, Boston, 1902; served during World War I; formerly 
an officer in the regular navy; member of the staffs of the 
Massachusetts Eye and Ear Infirmary in Boston and the Brooks 
Hospital, Brookline, where he died April 18, aged 68. 


Harold Heller, Galveston, Texas; Emory University School 
of Medicine, Atlanta, 1934; served during World War II; chief 
of the eye, ear, nose and throat service at the U. S. Marine 
Hospital; died March 20, aged 41, of coronary thrombosis. 


William Thornton Henshaw, Charleston, W. Va.; Uni- 
versity of the City of New York Medical Department, New 
York, 1889; medical director of the Workmen’s Compensation 
Fund; served during the Spanish-American War; for many 
years state health commissioner; formerly mayor and member 
of the house of delegates; died in St. Francis Hospital April 
13, aged 80. 


Charles Edgar Hill, Belleville, Ill.; Marion-Sims-Beaumont 
Medical College, St. Louis, i902; member of the American 
Medical Association; died April 21, aged 72, of arteriosclerotic 
cardiovascular renal disease. 


Whittaker R. Hill, Toledo, Ohio; University of Louisville 
(Ky.) School of Medic:ne, 1925: member of the American 
Medical Association; affiliated with Flower Hospital; acci- 
dentally drowned in an undertow at Sarasota, Fla., April 13, 
aged 52. 

Willard Kenneth Hills ® Colorado Springs, Colo.; Uni- 
versity of Colorado School of Medic.ne, Denver, 1911; served 
during World War I; died April 13, aged 62, of carcinoma of 
the stomach. 


Edward Horgan, Philadelphia; University of Pennsylvania 
Department of Medicine, Philadelphia, 1893; member of the 
American Medical Association; died April 10, aged 79. 

John Horni @ Brooklyn; Columbia University College of 
Physicians and Surgeons, New York, 1896; fellow of the 
American College of Surgeons; on the staffs of the Wyckoff 
Heights, Bethany Deaconess and Beth Moses hospitals; died 
April 17, aged 75. 


Harry L. Houston, Portland, Ore.; University of Oregon 
Medical School, Portland, 1904; died in the Portland General 
Hospital April 14, aged 73. 


Theodore Gilman Howe, Berkeley, Calif.; Georgetown 
University School of Medicine, Washington, D. C., 1903; served 
during World War I; formerly associated with "the Veterans 
Administration; died in Oakland, April 7, aged 70. 


Clinton Luman Hoy ® Major, U. S. Army, retired, San 
Francisco; Rush Medical College, Chicago, 19060; served over- 
seas during World War I; entered the medical corps of the 
U. S. Army on Sept. 9, 1920 as a major; retired Oct. 31, 1930 
for disability in line of duty ; ; died April 14, aged 72, of coronary 
thrombosis. 


Oscar Wilhelm Hubbard, Batavia, IIl.; Illinois Medical 
College, Chicago, 1898; for many years served on the school 
board; died April 8, aged 84, of pulmonary tuberculosis and 
chronic nephritis. 


Otis Talmage Hudson ® Mounds, Ill.; Barnes Medical 
College, St. Louis, 1909; chief of staff, St. Mary’s Hospital in 
Cairo; president of the First State Bank ; died April 12, aged 
61, of coronary occlusion. 


William E. Hurley, New York City; Long Island College 
Hospital, Brooklyn, 1920; died in St. Vincent's Hospital April 
4, aged 52, of gangrene of the intestine and acute peritonitis. 

John M. Hutchings, Clifton Heights, Pa.; Hahnemann 
Medical College and Hospital, Philadelphia, 1911; member of 
the American Medical Association ; died in the Delaware County 
Hospital, Drexel Hill, April 26, aged 63, of coronary thrombosis. 


Abraham Hymanson ® New York; University of the City 
of New York Medical Department, 1892; consultant at Beth 
David Hospital and Beth Israel Hospital, ‘where he died April 
24, aged 80, of arteriosclerosis. 

Oliver Kingsley Isham, Hartford, Conn.; University of 
the City of New York Medical Department, New York, 1889; 


died in Hartford Hospital March 21, aged 83, of cerebral 
hemorrhage, 


4 

| 
vi 

= 


Votume 140 
NUMBER 7 


Myron Robinson Jackson, Oyster Bay, N. Y.; Cornell 
University Medical College, New York, 1923; member of the 
American Medical Association; fellow of the American College 
of Surgeons ; member of the school board; affiliated with North 
Country Community Hospital in Glen Cove and Meadowbrook 
Hospital in Hempstead; died April 15, aged 54, of coronary 
occlusion. 

George Abraham Jett, Chicago; Rush Medical College, 
Chicago, 1893; died April 9, aged 77, of carcinoma of the colon. 


Joseph Henry Shaver Johnson, Chicago; College of Phy- 
sicians and Surgeons, Homeopathic, Buffalo, 1883; the Hahne- 
mann Medical College and Hospital, Chicago, 1884 ; died April 
5, aged 92, of cerebral hemorrhage. 


James Alba Johnston, Byron, Ill.; Omaha Medical College, 
1894; member of the American Medical Association; died April 
6, aged 89, of coronary heart disease. 


Thomas Henry Johnston, Alhambra, Calif.; Queen’s Uni- 
versity Faculty of Medic:ne, Kingston, Ontario, Canada, 1900; 
at one time practiced in Spencer, lowa; past president of the 
Clay County (la.) Medical Society ; served on Selective Service 
Examining Board for World Wars I and II; died April 10, 
aged 77, of Parkinson's disease. 


Percival Milton Kerr ® Wilkes-Barre, Pa.; Temple Uni- 
versity School of Medicine, Philadelphia, 1906; on the staff of 
Nesbitt Memorial Hospital, Kingston, where he died April 11, 
aged 63, of cerebral thrombosis and arteriosclerosis. 


Phyllis Schuyler Kerr ® White Plains, N. Y.; Rush Med- 
ical College, Chicago, 1928; specialist certif ed by the American 
Board of Dermatology and Syphilology; affil'ated with the 
Tarrytown (N. Y.) Hospital, Lawrence Hospital in Bronxville, 
White Plains (N. Y.) Hospital and Westchester Division-New 
York Hospital; died in the Doctors Hospital, New York, 
April 12, aged 54, of carcinoma. 


Louis Kimmelman, Philadelphia; University of Pennsyl- 
vania School of Medicine, Phi! adelphia, 1910; affiliated with the 
Temple University Hospital; died March 20, aged 62, of 
thrombosis. 


Edgar Coote Lee, San Diego, Calif.; Rush Medical Col- 
lege, Chicago, 1904; specialist certified by the American Boar: 
of Urology; served on the staffs of Scripps Memorial Hospital, 
LaJolla and Mercy Hospital; died April 11, aged 67, of hemor- 
rhage and duodenal ulcer. 


Leslie Clifford Love, Montclair, N. J.; Columbia Univer- 
sity College of Physicians and Surgeons, New York, 1900; 
served as a member of the board of health, board of education 
and medical milk commission; formerly on the staff of Moun- 
tainside Hospital, where he died April 3, aged 75, of carcinoma. 


Frank Allemang Lupton, Birmingham, Ala.; Johns Hop- 
kins University School of Medicine, Baltimore, 1899 ; member 
of the American Medical Association and the Southern Surgical 
Association; died April 14, aged 76. 


Harmar Hendrix McConkey, Canton, Ohio; Jefferson 
Medical College of Philadelphia, 1934: member of the Ameri- 
can Medical Association; served during World War II; on the 
— of Aultman Hospital : died April 14, aged 39, of coronary 

clusion. 


Carleton Buel McCulloch @ Indianapolis ; Chicazo Homeo- 
pathic Medical College, 1895; an Associate Fellow of the 
American Medical Association ; fellow of the American College 
of Surgeons; vice president and medical director of the State 
Life Insurance Company ; received the French Croix de Guerre 
for his bravery during World War I; died in Methodist Hos- 
pital April 5, aged 77, of coronary heart disease. 


John Joseph McMahon ® New York; Trinity Medical 
College, Toronto, Canada, 1899; specialist certified by the 
American Board of Obstetrics and Gynecology; fellow of the 
American College of Surgeons; served on the staffs of 
the Si. John’s Long Island City Hospital in Long Island City, 
Misericordia Hospital and St. Clare’s Hospital, where he died 
April 13, aged 71, of acute coronary occlusion. 

Francis Aloysius Mahoney, Brookline, Mass.; Tufts Col- 
lege Medical School, Boston, 1906; affiliated with Brooks 
l’ospital; died April 6, aged 67, of coronary thrombosis. 

Edward Allan Mednick, New York; New York University 
College of Medicine, 1938; specialist certified by the American 
Board of Radiology; member of the Radiological Society of 
North America and the American College of Radiology; affili- 
ated with the Veterans Administration Hospital; died Aprii 6, 
aged 34, of coronary heart disease. 

Christian Nysewander, Des Moines; Starling Medical 
College, Columbus, 1879; member of the American Medical 
Asscciation; died April 8, aged 94, of carcinoma of the rectum. 
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Richard Michael Raymond, Framingham, Mass.; Bellevue 
Hospital Medical College, New York, 1891; died recently, aged 
78, of carcinoma. 

Edward Combs Redmon, Louisville, Ky.; University of 
Lousiville (Ky.) Medical Department, 1906 ; on the staff of 
Samaritan Hospital, where he died March 24, aged 63. 


Henry James Reynolds, Chicago; Bellevue Hospital Medi- 
cal College, New York, 1875; died in the Illinois Masonic 
Hospital April 13, aged 96, of chronic myocarditis and arterio- 
sclerosis. 

Dutch Kilgo Robison, Rocksprings, Texas; Memphis 
(Tenn.) Hospital Medical College, 1899; member of the 
American Medical Association; served during World War I; 
received the Selective Service Medal for his work during World 
War II; died in Del Rio February 20, aged 71, of diabetes 
mellitus. 

John Clayton Rogers, Louisville, Ky.; Kentucky University 
Medical Department, Louisville, 1903; served during the 
Spanish-American War and World War I; on the medical 
advisory board, state selective service during World War II; 
formerly clinical director of the U. S. Veterans Hospital in 
Waukesha, Wis.; on the staff of Western State Hospital; died 
in the Nichols Hospital March 25, aged 69, of arteriosclerotic 
heart disease. 

Edward Harry Rosenzweig ® Chicago; Loyola University 
School of Medicine, Chicago, 1922; died March 17, aged 52. 

Emanuel Salwen ®@ Brooklyn; Columbia University College 
of Physicians and Surgeons, New York, 1917; specialist certified 
by the American Board of Urology ; member of the American 
Urological Association; fellow of the American College of 
Surgeons; served during World War I; at one time instructor 
in anatomy at the Long Island Colleze of Medicine; on the 
staffs of the Maimonides and the Coney Is'and hospitals; died 
April 4, aged 55, of hypertensive vascular disease and cerebral 
hemorrhage. 

Al.en Sather, Fosston, Minn.; State University of lowa 
Co lege of Mecicine, fowa City, 1908 ; member of the American 
Medical Association; served as mayor of Fosston; director and 
past president of the Farmers State Bank; died February 14, 
aged 67, of femoral thrombosis, arteriosclerosis and hypertension. 


Herbert Philander Sawyer, Goodhue, Minn.; University 
of Minnesota Coliege of Medicine and Surgery, Minneapolis, 
1895; died in Red Wing March 10, aged 78, of coronary heart 
disease. 

Ethan Allen Sherrill Sr., Houston, Texas; University of 
Tennessee Medical Department, Nashville, 1899; member of the 
American Medical Association; died recently, aged 71, of 
ruptured esophageal varices. 


Charles M. Spicer ® Denver; University Medical College 
of Kansas City, Mo., 1905; affiliated with Denver General 
Hospital, Mercy Hospital and St. Anthony’s Hospital, where he 
died February 13, aged 66, following an operation for carcinoma. 


Samuel Page Stubbs, Fort Smith, Ark.; Kansas City (Mo.) | 
College of Medicine and Surgery, 1918; past president of the 
county board of health; member of the American Medical 
Association; died March 23, aged 68, of brain tumor. 


Ellis Hall Tade, Bicknell, Ind.; Medical College of Indiana, 
Indianapolis, 1905; died February 24, aged 70, of heart disease. 

Herbert Ellery Thompson @ Bangor, Me.; Medical School 
of Maine, Portland, 1909; past president of the Penobscot 
County Medical Association ; fellow of the American Society 
of Clinical Pathologists ; formerly pathologist for the state board 
of health; served on the staffs of State Hospital, Worcester 
(Mass.) State Hospital and the Eastern Maine General Hospital ; 
died March 29, aged 71 

Walter Earnest White, Ipswich, S. D.; Northwestern Uni- 
versity Medical School, Chicago, 1914; membcr of the American 
Medical Association; superintendent of county board of health; 
died recently, aged 64, of heart Cisease. 

Daniel Dodson Willcox, Petersburg, Va.; University Col- 
lege of Medicine, Richmond, 1901; member of the American 
Medical Association; on the staff of Petersburg Hospital, where 
he died April 18, aged 71 

Homer Holsinger Wolfe ®@ Fort Bragg, Calif.; Cooper 
Medical Coilege, San Francisco, 1909; died March 3, aged 64. 

Amos Monroe Wooten, Pinetops, N. C.; University of 
North Carolina School of Medicine, Chapel Hill, 1910; member 
of the American Medical Association; a member of the county 
board of health; president of the Pinetops Building and Loan 
Association ; died in the Edgecombe General Hospital, Tarboro, 
April 15, aged 64, of pneumonia. 
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PARIS 
(From Our Regular Correspondent) 
April 15, 1949. 
Polychemotherapy 

By the administration of several sulfonamide compounds in 
a mixture, untoward effects are less frequent than when treat- 
ment is undertaken with a single sulfonamide drug. The size 
of the dose for the mixture is the same as that for the sing!e 
product. S. Lewi (in charge of consultation at the Rothschild 
Hospital), who in 75 cases in which this method of treatment 
was used observed no accident, has been trying since 1948 to 
apply the polychemotherapy method to the arsenical treatment 
of syphilis. He has used a mixture (0.075 Gm. neoarsphena- 
mine, 0.03 Gm. sulfarsphenamine and 0.02 Gm. dichlorophen- 
arsine hydrochloride) freshly prepared in distilled water in the 
same syringe; the solution is injected slowly into the vein. The 
injections are repeated for twenty consecutive days. So far, 
this intensive treatment has not produced any reaction except 
for some nausea, more rarely vomiting. There have been no 
transient cephalea, medicamentous fever, rashes or serious acci- 
dents. In his communication of Feb. 18, 1949, to the Society 
of the Paris Hospitais, the author did not discuss the thera- 
peutic value of this method, as the limited number of cases in 
which the treatment was used consisted almost entirely of old 
cases with irreducible serologic reaction. However, in 1 case 
of previously untreated syphilis, of one year’s duration, he noted 
the development of an almost completely negative serologic 
reaction (the only Kolmer reaction being dubious) after a single 
treatment of twenty injections. In another case of secondary 
syphilis, six injections of polyarsenotherapy caused all lesions 
to disappear. The author at present is trying this treatment 
on a larger scale for recently acquired syphilis and; to diminish 
the dose of the various arsenicals, has added a small dose of 
oxophenarsine hydrochloride. He has also drawn attention, in 
Le Médecin Frangais of April 10, to his first trials of anti- 
thyroidic polychemotherapy consisting in a mixture, at equal 
doses, of aminothiazole, thiouracil and methylthiouracil. After 
an initial treatment of a daily dose of 0.20 Gm. for the average 
case, signs of hyperthyroidism rapidly retrogressed and the 
daily doses could be progressively lessened until the patients 
were given minimum doses as a maintenance treatmerit. In 
1 patient excellent therapeutic results were obtained with the 
administration of a mixture of aminothiazole, thiouracil and its 
methyl and propyl derivatives. Up to the present no accident 
with this method has been observed. The patients receive 
weekly hematologic examinations. Dr. Lewi also has stressed 
that polychemotherapy may permit the studying of other drug 
modifications ; for instance, sulfones (interesting in experimental 
tuberculosis), the toxicity of which has not yet allowed their 
use at therapeutic doses on more than an experimental scale 
in human beings. 


Increase of Antibiotic Potency by Distillation 
or Concentration 

J. Solomides (Paris Pasteur Institute), after noting the 
remarkable effect of cod liver oil distillate on burns, eczema 
and certain dermatoses of microbiologic origin, has studied the 
bactericidal properties of distillates of other oils. The first 
results show that completely disacroleined castor oil distillate 
possesses potent bactericidal properties against the tubercle 
bacillus, non-acid-resisting gram-positive and gram-negative 
germs and fungi. Distilled peanut oil is much less active. The 
author believes that oils, and especially the glycerides they con- 
tain, are, through a still unknown mechanism, submitted during 
their distillation to modifications which are responsible for the 
antibiotic potency of these distillates 
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Exchange of Dialyzable Substances by Crossed 
Circulation 

Bessis’s ingenious exchange transfusion technic is being used 
more widely; for example, in serious intoxications with uremia. 
In collaboration with P. Freixa, the author has just perfected 
a new technic of crossed circulation between two organisms. 
This technic, the use of which is limited to known or unknown 
dialyzable products, is intended to rid an organism of an excess 
of dialyzable products or to introduce into it those that are 
missing. In their experiments on dogs and goats, the authors 
have noted the innocuity of such an intervention, even between 
two different species. They now are considering the possi- 
bility of applying this method to human therapy; for example, 
in cases of acute uremia. 


THE NETHERLANDS 
(From Our Regular Correspondent) 
AMSTERDAM, May 23, 1949. 


Influenza Research 

The Netherlands Government is engaged in making plans for 
the fight against influenza. Four laboratories are acting as 
working units, three of which belong to the University of 
Leyden, the fourth being in the Institute of Preventive Medicine, 
also at Leyden. A special government commission has been 
set up to organize the plan of campaign against the disease. 
A biologic concern has also been incorporated to manufacture 
vaccine. 

At present the collective Leyden laboratories form at the same 
time the regional laboratory for the Netherlands under Prof. 
J. Mulder, who for many years, formerly at Groningen, during 
the last few years at Leyden, has been doing outstanding 
research work on influenza in this country. They act in the 
service of the London Influenza Centre of the World Health 
Organization under Dr. C. H. Andrewes. The organization 
comprises: (1) a reporting service of clinical influenza and 
influenzal pneumonia, distributed over the country, but chiefly 
localized in the towns near the frontiers and in harbor towns; 
(2) the equipment of a team to collect material on the spot; 
(3) the evolving of a rapid virologic diagnosis and the deter- 
mination of the serologic strain type; (4) a unit for studying 
the fight against influenzal pneumonia by means of antibiotics, 
especially penicillin; (5) a unit for the study of vaccination 
problems; (6) the development of knowledge about the statistics 
of influenzal morbidity and mortality in Holland, the figures 
being obtained from the Netherlands Central Institute of Sta- 
tistics (The Hague), which possesses accurate data from the 
year 1902 onward. 

The greatest anxiety for Holland is caused by the necessity 
to build up an adequate stock of penicillin which must be present 
in case of a severe influenza epidemic, so that every patient 
with influenzal pneumonia can be treated. It is expected that 
export from America would be suspended if such an epidemic 
should make its appearance. At present Holland produces more 
penicillin than the quantity necessary for normal use. The 
building up of an adequate stock is estimated to take two years 
of production. 

The 1949 influenza epidemic on the Continent, starting in 
Italy early in December 1948, reached Holland (via Belgium) 
between Dec. 25, 1948 and Jan. 1, 1949. The attack rate was 
about 7 per cent of the population. At present the mortality 
is estimated at about 2,000 persons (i. e., approximately 0.3 per 
cent). The age distribution is not yet known, but it was chiefly 
the older persons who died. 

In this epidemic, too, Staphylococcus aureus made the largest 
number of victims. To combat the fulminating Staphylococcus 
tracheohb hoy ia it was considered necessary to admin- 
ister 4 to 6 & 10° units of penicillin every twenty-four hours’ 
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(irrespective of the sensitivity of the infecting strains), on 
account of the extensive necrosis and hemorrhage in the air 
passages and lungs, and on account of the early and serious 
toxemia. <A rapid virologic diagnosis of the isolated virus 
strains was developed by Prof. J. Mulder in the virus laboratory 
of the Clinic of Internal Medicine of Leyden University. Use 
was made of ferret serums against the strains WS (England, 
1933), PR8& (United States, 1934), A (Holland, 1941), Rhodes 
(United States, 1947) and Barratt (England, 1947), the non- 
specific inhibition having been eliminated with cholera enzyme. 
In this way the positive amniotic fluids from the first egg 
passages could serve in the serum neutralization experiments 
according to Hirst, and the diagnosis of influenza A with the 
subgroup could usually be made three days after the inoculation 
of the first eggs. Serums of ferrets inoculated with sputum or 
throat garglings could be used after eight days, and indicated 
the serologic pattern more clearly than the strains themselves. 
All the isolated strains were closely related to the A! group, 
which was already found in Holland in 1947, probably as an 
offshoot of the then prevailing large epidemic in Sweden. A 
large proportion of the patients’ serums in the acute stage 
showed no basic immunity against the new strain, in contrast 
to the strain PR8; the latter could be ascertained by applying 
cholera enzyme to the patients’ serums. The pneumotropic 
properties of the strain seem to have been slight for human 
beings, although four virus strains were isolated from ground 
lung tissue from patients dying of staphylococcic tracheobron- 
chopneumonia. <A rapid diagnosis of influenzal pneumonia et 
autopsy, in the Pathological Institute of Leyden University, 
was obtained from the cytologic picture in slide preparations 
of the epithelium of the trachea; there was necrosis of ciliated 
and goblet cell epithelium, which had sometimes entirely dis- 
appeared; the basal cells were normal. 

Vaccination experiments were carried out on a small scale, 
the results of which are not yet available. 


BUENOS AIRES 


(From Our Regular Correspondent) 
May 5, 1949. 


Treatment of Some Forms of Retinitis with 
Melanophorous Hormone 

In 1937 Prof. Dr. J. C. Mussio Fournier, director of the 
Institute of Endocrinology, Hospital Pasteur, in Montevideo, 
and the chemist O. Conti studied the effect of the melano- 
phorous hormone in the treatment of vitiligo and albinism 
(Mussio Fournier and others: Bull. Acad. de Méd., Paris 120: 
770, 1938; Endocrinology 28: 513, 1941; J. Clin. Endocrinol. 
3: 353, 1943). The extraci of the melanophorous hormone, as 
prepared by chemist O. Coiti, is made from the posterior and 
intermediate lobes of the hypophysis of cattle. It is standard- 
ized in frog units (Leptodactylus ocellatus L.) and may be 
administered by injection. Later the ophthalmologists F. Gon- 
zalez Vanrell and P. Carriquiry treated patients with retinitis 
pigmentosa with injections o. the melanophorous hormone, 
with favorable results (Dia méd. d. Uruguay 15: 982, 1948). 
The most significant case was of a patient, 55 years old, whose 
vision was reduced to perceiving movements of fingers at 
30 cm.; ten weeks after starting the treatment the visual acuity 
increased to 0.2, being actually 0.5. Recently the four authors 
mentioned published new cases of retinitis pigmentosa treated 
with good results (Bull. et mém. Soc. méd. d. hép. de Paris 
65:12, 1949). In another recent paper Mussio Fournier and 
collaborators review the good results obtained by instilling the 
melanophorous hormone in the conjunctiva of patients with 
retinitis pigmentosa and also the favorable effects obtained on 
the photophobia of five albinos and on the visual capacity of 
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three of them. Furthermore, they claim (J. G. Mussio Fournier, 
QO. Conti, F. Gonzalez Vanrell and P. Carriguiry, Dia méd. d. 
Uruguay 16:257, 1949) favorable effects on patients with 
diabetic retinosis, hypertensive retinopathy and grave myopia 
with alterations of the eye grounds. The most significant case 
is of a diabetic man, 78 years old, in whom the eye ground 
could not be observed, the corpus vitreum being so turbid that 
his vision was reduced to counting fingers at a distance of 
some 20 cm. Six hours after instillation the patient could leave 
his guide; three days afterward, the visual capacity was 0.1. 
In most cases improvement has been observed within thirty to 
sixty minutes after the instillation. The authors believe that 
the hormone has a stimulant action on the function of the 
retina, but that it provides only symptomatic treatment, there 
being no effect on the course of pathologic changes. The 
Institute of Endocrinology has sent the extract of melanophorous 
hormone to different scientific centers to carry out controlled 
investigations. According to a personal communication from 
Dr. Mussio Fournier, some ophthalmologists of Buenos Aires 
already have confirmed the results described in some cases. 


Diabetes and Thiouracil 

Drs. B. A. Houssay and C. Martinez have found that pre- 
treatment with thiouracil, thiothymine or cysteine causes a delay 
and lessened incidence of the appearance of diabetes in rats 
with subtotal extirpation of the pancreas (95 per cent). BAL 
and methionine do not show such a preventive action. Thiou- 
racil produces remission of the hyperglycemia of some rats 
with light diabetes and improves, temporarily, severe diabetes 
of other rats. In animals thus protected, besides return of the 
glycemia to normal, the beta cells are found normal or only 
slightly altered, while the test animals show serious lesions. 
Further studies on rats with subtotal pancreatectomy showed 
that a diet which contains much pig’s fat had an unfavorable 
effect on the diabetes, while coconut oil seemed to protect some 
of the animals. However, the undesirable influence of pig's 
fat could be corrected by treatment with thiouracil, but not 
with coconut oil or methionine. Thiouracil treatment of rats 
fed large amounts of pig’s fat distinctly augmented the sulf- 
hydryl radical of the liver. 


Intraspinal Injection of Epinephrine 

Dr. M. P. Collado Storni reported to the subsection of 
anesthesiology of the Argentine Society of Surgeons his study 
of anesthetized dogs which received intraspinally relatively 
large amounts of epinephrine (0.25 to 0.35 mg. per kilogram). 
The dose necessary for elevating the blood pressure is larger 
than when it is administered intravenously, but the effect is of 
greater duration, probably because of the relatively slow rhythm 
of destruction of epinephrine in the spinal canal. Lesions of 
the medulla have not been observed. The minimum dose for 
provoking a pharmacologic effect has been studied by the effect 
on glycemia, which provides a more reliable test than blood 
pressure. Suprarenalectomy does not modify the results found 
in the normal animal. 


Congress of Neurosurgery 

The third South American Congress on Neurosurgery was 
held in Buenos Aires, under the auspices of the Argentine 
Government and the chairmanship of Prof. Dr. Ramén Carrillo, 
Argentine Minister of Health and professor of neurosurgery at 
the Medical Faculty of Buenos Aires. The first congress was 
held in Montevideo (Uruguay) in 1945 and the second in 
Santiago de Chile in 1947. Besides numerous delegates from 
many Latin American countries and the United States (Earl 
Walter, James Poppen, Tracy Putnam, Charles Burlinghame), 
there were many representatives from European countries. The 
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official subjects included surgical treatment of epilepsy, hemo- 
stasis in neurosurgery, and lobotomy. Eighty-five of the other 
one hundred and fifty-five papers presented were read to sub- 
committees. Many neurosurgical operations were carried out, 
some by foreign surgeons. The fourth congress will be held in 
1951, in Rio de Janeiro. 

Brief Items 

The first Argentine Congress of Medico-Social Assistance to 
the neuropsychiatric patient will be held during the latter part 
of September in Buenos Aires. It is organized by the Ministry 
of Health, but specialists of different countries will participate. 
This congress will study modern ways of care for neuro- 
psychiatric patients and the necessary organization to under- 
take it. 

The Mariano R. Castex prize for Internal Medicine of the 
National Academy of Medicine in Buenos Aires has been given 
to Drs. E. S. Mazzei, D. Taylor Gorostiaga and Elyeser Magal- 
haes for their work on pulmonary embolism. 

Prof. Dr. Pedro de Elizalde, well known Argentine pediatrist, 
died suddenly in Buenos Aires. 

Prof. Dr. Pedro L. Balifia, for many years professor of 
Dermatology and Venereal Diseases, known threugh his inves- 
tigations on leprosy, has died. 


Correspondence 


ARMED FORCES’ NEED FOR PHYSICIANS 


To the Editor:—Until recently we, the undersigned civilian 
doctors, had our doubts about the need of the Army for addi- 
tional Medical Corps officers at the present time. We wondered 
whether perhaps the Army had not overestimated its needs as 
a peacetime organization and set its quota on the basis of war- 
time conditions. We felt that the pre-World War II idea of 
more than six medical officers to one thousand troop personnel 
was absurd overstaffing for actual medical needs of a peacetime 
army—even as an occupation force. We had heard that there 
were nearly four doctors per thousand soldiers in the European 
Command, and to us this seemed an excessive number for 
healthy men when some parts of the United States had less than 
one doctor per thousand population. Indeed we hardly saw the 
need for former A.S.T.P. students or other doctors to volunteer 
now for military service. 

Within the past month, however, we have had the opportunity, 
in the capacity of civilian medical consultants, to visit all the 
general, station and field hospitals maintained by the United 
States in the American zones of Germany and Austria. What 
we have observed as civilian doctors convinces us that the 
serious lack of trained personnel for medical care is an injustice 
to the armed forces, their dependents and other American 
civilians on duty in this command. We feel that the present 
situation and the predictable future outlook here for medical 
care should be called to the attention of the members of the 
American Medical Association in the hopes of stimulating more 
younger doctors to volunteer at this time for military service. 

At the moment, the situation is particularly acute, since so 
many medical officers have completed their tour of duty and 
are going home within the next three months. The number of 
replacements is only about one half of those leaving. We have 
seen evidence of overstaffing with the present setup and what 
we have observed was due merely to replacements arriving a 
few weeks in advance of the departure of the group going back 
to the states. Many installations are understaffed already for 
an average census of patients. 
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What has distressed us most is the fact that German and 
Austrian civilian doctors are necessarily being called on to fill 
the places left by inadequate replacements. Nearly every hos- 
pital is endeavoring to indoctrinate these foreign physicians in 
American methods of the practice of medicine, and although a 
few are well trained or are learning our ways quickly, the vast 
majority do not seem to us to be up to the American standards, 
aside from language difficulties. Furthermore, these men natu- 
rally do not inspire the confidence in their American patients 
that American doctors do. Since there is no alternative, they 
must be employed until American doctors volunteer adequately 
to do the job. 

Doctors who have been in the armed services during the 
recent war will obviously ask whether the medical officers are 
being used in a professional capacity only. We can speak 
authoritatively only of those we have seen in the hospitals, an 
our observations do not apply to the dispensaries and field units, 
but at least so far as the hospitals are concerned we have seen 
little waste or misuse of medical talent. Perhaps some pro- 
fessional time might be saved by limiting medical officers to 
purely professional activities, but a large part of the former 
administrative duties of medical officers have been taken over 
by the Medical Service Corps officers. In the hospitals, doctors 
are usually made responsible for “property”’—but other than this 
we have heard few complaints along this line from those in the 
hospitals. Probably the situation is different in field units, but 
a certain amount of administrative and inspection duties cannot 
be avoided under field conditions. It should be pointed out that 
of 220 medical officers for Army, dependents and civilian per- 
sonnel, only 60 are actually on duty with troops. About 90 
medical officers are available for this field duty, so these are 
rotated through field and fixed installations. Thus, none remain 
more than two thirds of their duty on field assignment. 

Line officers expect a doctor to be a jack of all trades, but, 
given time, they may yet learn that people with eight or more 
years of higher education can be more profitably used in a 
professional capacity than in inspection and admin/strative 
duties which could be more effectively done by an intelligent 
noncommissioned officer with three montis’ special training. On 
the other hand, and in justice to the line officers, one must 
admit that they have 2 point when they ask, “Why can’t we 
get enough doctors .o adequately look after our own men 
abroad?” We believe the present situation here is a challenge 
to the medical profession of America. 


S. H. Baron, M.D., San Francisco. 

E. M. Witiramson, M.D., Kalamazoo, Mich. 
F. A. Stuart, M.D., Tulsa, Okla. 

S. D. BLackrorp, M.D., Charlottesville, Va. 


PRURITUS ANI ET VULVAE DUE TO 
ALLERGY 


To the Editor:—My experience corroborates the statement of 
Dr. H. Hailey (Pruritus Ani et Vulvae, Tue JourNaL, March 26, 
p. 837) that eczema due to allergy is the common cause of pru- 
ritus ani et vulvae. Favoring atopic allergy in many cases is 
the associated eczema in other areas of the skin and of other 
manifestations of allergy in a varying number of these sufferers. 
The familial predisposition to eczema even in the vulval and 
anal tissues and to other allergic manifestations as noted by 
Dr. Hailey is confirmed. 

I and many experienced allergists, however, disagree with the . 
statement that “cutaneous tests for allergy have no legitimate 
place in the diagnosis and treatment of eczema and the practice 
will probably be discontinued in the near future.” It is true 


that I have long reported the fallibility of the skin test with 
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regard to both positive and negative reactions, both by the 
scratch and intradermal methods in the determination of clinical 
food allergy. But testing, especially with the scratch test, is 
advisable because of the occasional large reactions which indi- 
cate possible immediate severe allergy in contrast to the cumu- 
lative allergy which may be indicated by lesser and often by 
negative reactions. It is because of this fallibility of the skin 
reaction in the diagnosis of food allergy that my standardized 
elimination diets have found increasingly successful use for 
over twenty years. But the modification of such diets always 
has been advised by the consideration of large skin reactions 
by the scratch method and by a definite history of dislikes or 
disagreements for specific foods. 

In contrast to food allergy, skin testing is of much greater 
importance in the diagnosis of inhalant allergy to pollens, dusts, 
fungi and miscellaneous inhalants. Here again positive reac- 
tions may indicate past or potential allergy and in a small per- 
centage of cases no reactions may occur, which justifies at times 
the conjunctival tests. Thus for diagnosis of inhalant allergy skin 
testing is most necessary. 

No mention, moreover, is made by Dr. Hailey of the impor- 
tant use of patch tests with drugs, cosmetics, including nail 
polish, and other recognized causes of contact dermatitis for 
the study of the allergenic contact causes of pruritus ani et 
vulvae. 

Thus, far from discontinuing skin testing, its well recognized 
values with its limitations should encourage its proper use and 
interpretation. Without skin testing the recognition and control 
of the causes of eczema would be seriously impaired. 


Abert H. Rowe, M. D., Oakland, Calif. 


Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
NaTIonaL Boarp oF Mepicat Examiners: Parts | and Il. 
Centers. June 20-22, Sept. 12-14. Part III. June, various cente 
Exec. Sec., Mr. E. S. Elwood, 225 S. 15th St., Philadelphia 2. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF Inc. Written.- Various Cen- 
yor un Ye. bg Oct. 16-20. Sec., Dr. Curtiss B. Hickcox, 745 Fifth 
ve., 


AMERICAN Boarp OF INTERNAL MEDICINE: Written. Oct. 17. Asst. 
Sec.-Treas. Dr. W. A. Werrell, 1 Main St., Madison 3, Wis. 

AMERICAN OF NEUROLOGICAL SuRGERY: Oral. Chica ene 
1949. Sec., Dr. W. J. German, 310 Cedar Street, New Haven, 

ous Centers. Feb. Final date for filing application is Nov. 5. Sec., 
Dr. Paul Titus, 1013 Highland Bldg. Pittsburgh. 


AMERICAN Boarp oF OpntHatmoLocy: St. Louis, Oct. 15-19; Boston, 


Various 


December. Sec., Dr. S. J. Beach, 56 Ivie Rd., Cape Cottage, Maine, 
AMERICAN BoarpD OF OrtTHOPAEDIC SuRGERY. Part Il York 
City, Jan. 1950.: Final date for filing application for Part II is . 15. 


Address: ba “Treas. Dr. Harold A. So 
Ave., Chi 
OF OTOLARYNGOLOGW: Chicago, Oct. 4-7. 
D ierle, University Hospitai, lowa City 
Boarp oF Patuotocy: Chicago, Oct. 7. 8. Final date for 
filing geuyeation is Sept. 1. Sec., Dr. Robert A. Moore, 507 Euclid 
A t uis, 


eld, Room 1856, 122 mie 


Sec., 


AMERICAN OF PEDIATRICS: Under local 
June 24. Oral. Cleveland, + terse = York City, Oct. 21-23; 
Chicago, . 9-11. Sec., Dr. John McK. Mitchell, 6 ushman Road, 
Rosemo a. 

AMERICAN Boarp OF PLAsTIC SURGERY: are given in 

and November of each year in the home town of applicants. Sec., 
reas., Dr. Louis T. Byars, 400 Metropolitan Bldg. st .ouis, Mo. 

American Boarp oF PrevENTIVE MEDICINE AND 
Parts I and I], New York, Oct. 22-24. Final date for filing application 

is July 22. Sec., Dr, Erne st L. Stebbins, 615 N. Wolfe St., Baltimore. 


AmeRICAN Boarp OF PsycuiatRy AND NEUROLOGY, 
Examination, October. Place to be announced. Final date for fili 

cation is July 15. December, New York City. Sec. Dr. F. J. Grisdieea. 
102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BoaRD OF SURGERY: ig Various Centers, October 26. 
Final date for filing og is July 1. Sec., Dr .J. Stewart Rodman, 
225 S. 15th St., Philadelphia 


AND LICENSURE 


Schadt, 413 E. 
- 230 Lowry Medical Arts Bldg., St. Paul 2. 


AMERICAN Boarp or Urotocy: Written, December. Oral and Clim 
= Chicago, Feb. 11-15. Final date for receipt of case histories is Sept 
, 1949. Sec., Dr. Harry Culver, 7935 Sunnyside Road, Minneapolis 18. 


jinn. 
BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Mortgomery, June 28-30. Sec., Dr. D. & 
Gill, 319 Dexter Ave., Montgomery. 


ALaska: * Juneau, Sept. 6. Sec., Dr. W. M. Whitehead, Box 140, 
Juneau. 

CALIFORNIA: Examination. San Francisco, June 21-23. Sec., Dr 
Scatena, 1020 N St., Sacramento. 
Oem * Endorsement. Denver, July 5. Sec., Dr. W. W. King, 
831 Republic Bldg., Denver. 


ConNEcTICUT: * Examination. 
Board, Dr. 

DELAWARE: 
State St., 

OF * Examination. Washington, 14-15. Sec., 

G. C. Ruhland, 4130 E. Municipal Bldg., Washington 

packed Sec., Dr 

Frank D. Gray, 


Guam: Budeuine t Friday of each month. Sec., Capt. 
Youngkin, Dept. of Health, Guam. % F.P.O., San Francisco, 
ali 


Hartford, July 1. 
Creighton Barker, 258 Church ‘Street, New 


ooo, July 12-14. See., Dr. J. S. McDaniel, 229 South 
ve 


Secretary to the 
Haven. 


ination, 


acksonville, 
12° Rosalin 


26-28. 
Ave., 


June 


Hawatt: * Examination. Honolulu, July 11-14. Sec, Dr. S. E. 
Doolittle, S. Hotel St., Honolulu. 


Ipano: Boise, July 11-13. Sec., Miss Estella S. Mulliner, Bureau of 
Cestbationsl Licenses, 355 State House, Boise 

Chicago, June 28-30. Su of Registrati Mr. 
Fred W. Ruegg, Capitol Building, Springf field. 

INDIANA: Examination. Indianapclis, June 21-2 
cal Registration and Examination. Dr. P 
Indianapolis. 

St., Port 

Raesares Examination. Baltimore, June 21-24. Sec., Dr. Lewis P. 
Gyedty, 1215 Cathedral St., Baltimore. Homeopathic. Baltimore, June 

4-15. Sec., Dr. John A. Evans, 612 West 40th St., Baltim 

MAssAcnuseEtts: Written, Basten, July 12-15. Sec., De. L. 


State House, Boston 
MINNEsoTA:* ny ery June 21-23. Sec., Dr. Julian F. DuBois, 


Sec. Board of Medi- 
Paul R. Tiedall, 416 K. of P. Bldg., 


5 Aaaenin, July 5-6. Sec., Dr. Adam P. Leighton, 192 State 


- _ Mtsstsstpp1; Jackson, 21-22. Asst. Sec., Dr. N. Whi 
State Board of ealth, Jac June 
MontaNa: Helena, Oct. "; Pry Sec., Dr. Otto G. Klein, Fi 
san eee ena r. Otto ein, First National 
NEvapa: George H. Ross, 112 N, 


Carson City, Nov. 7. Sec., Dr. 
Curry St., Carson City 


New HAMPSHIRE: , shits Sept. 8-9. Sec., Dr. J. S. Wheeler, 107 
State House, Concord. 


“New Jersey: Examination. Trenton, 21-24. Sec., Dr. H. 
a. 28 West State Street, Trenton 
oe Dr. Charles J. McGoey, 


New Mexico:* Santa Fe, Oct. 10-11, 
Coronado Bldg., Santa Fe. 


New York: Albany, Buffalo, New York and Syracuse, June 28-July 1. 
Sec., Dr. Jacob L. Lochner, 23 South Pearl St., Albany 
NortH Carotina: Examination. Raleigh, June 23.28, Endorsement. 


i City, July 23. Sec., Dr. Ivan Proctor, 226 Hillsboro St., 
alei 


Nortu ge * Written, Grand Forks, is 5-7. Reciprocity, Grand 
Forks, July 8. Sec., Dr. C. J. Glaspel, Gra 

OreEGon:* Portland, 
uly 22. xec. Sec., Mr. Howar 
ortland. 
PENNsYLvANIA: Examination, Philadelphia and Pittsburgh, July. Acting 
Sec., Mrs. B. G. Steiner, 351 Education Bidg., Harrisburg. 

Puerto Rico: San Juan, Sept. 6-10. Sec., Dr. Luis Cueto Coll, Box 
3717, Santurce. 

Ruope Istanp:* Examination. Fpevidense, July 7-8. Chief, Mr. Thoma: 
B. Casey, 366 State Office Bldg., Providence 

Soutn CAROLINA: dune 27-29. Endorsement. 
Columbia, June 27-28, Au 3. Sept. 5 and 3. Sec., Dr. N. B. 
Heyward, 1329 Blanding , Columbia. 


uly 7-9. Reciprocity. Portland, 
. Bobbitt, 609 Failing Building. 


South Dakxota:* Exam Pierre, July 19. Dr. G. 
Van Heuvelen, Capitol “rH Pierr 
Urau: Examination. Salt Lake City, July 13-15. Sec., t. of Regis- 


Loomis, 324 State ‘Capitol Bldg., Salt take City. 
VERMONT: Burlington, June 21-23. Sec., Dr. F. J. Lawliss, Richford. 
Wasuincton:* Seattle, July 18-20, Sec., Mr. Edward C. Dohm, 

Department of Olympia. 

West Vircinia: Charleston, July 7-9. Commissioner, Public Health 

Council, Dr. N. H. Dyer, State Capitol, Charleston 5. 

Wisconsin: * Examuation, Milwaukee, June 28-30. Sec., Dr. C. A. 

Dawson, Tremont Bldg., River Falls. 

Wyvominc: Cheyenne, June 20. Sec., Dr. Franklin D. Yoder, Capitol 

Bldg., Cheyenne. 

* Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Ataska: Juneau, Aug. 28. Sec., Dr. C, Earl Albrecht, Box 1931, 
Juneau. 
Arizona: Tucsoa, June 21. 
University of Arizona, Tucson. 


tration, Miss Rena 


Sec., Mr. Francis A. Roy, Science Hall, 


Distrtct of CotumBia: Washin 24-25. Dr. G. C. 
Ruhland, 4130 E. Municipal Bldg., ington 
Iowa: Des Moines, July 12. Sec., my Ben H. Peterson, Coe College, 


Cedar Rapids. 


Micuican: Examination. Detroit and Ann Asher, Oct. 14-15. 


Sec., 
Miss Eloise LeBeau, 101 N. Walnut St., Lansing 1 
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NeprasKaA: Omaha, Oct. 4-5. Director, Bureau of 
Mr. Oscar F. Humble, Room 1009, State Capitol Bldg., Lincoln 

Orecon: Portland, Sept. 3 and Dec. 3. Sec., Mr. Charles D. "Hwsa, 
State Board of Higher ducation, Eugene. 

Ruopve Istanp: Examination. Providence, Aug. 10. of 
Professional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

TENNESSEE: Memphis, July 8-9. Sec., Dr. 0. W. Hyman, 874 Union 
Ave., Memphis 3. 

Seattle, July 13-14. Sec., 
Edward C. Dohm, Olympia. 


Wisconsin: Milwaukee, Sept. 24 and Dec 3. Sec., Prof. W. H. Barber, 
Ripon College, Ripon. 
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Medical Practice Acts: Sanipractor’s Right to Practice 
Obstetrics.—The defendant was charged by information with 
practicing obstetrics and administering a hypodermic injection 
without having an unrevoked certificate to practice medicine 
but only a license from the state as a “drugless healer” per- 
mitted to practice “full sanipractic.” The trial court sustained 
the defendant’s demurrer and dismissed the case, so the State 
appealed to the Supreme Court of Washington. 

Was it the intention of the legislature, asked the Supreme 
Court, to make the practice of obstetrics outside the scope of 
practice given to drugless healers? 

In construing a statute and ascertaining the legislative intent, 
certain rules are observed by the courts. Statutes in pari 
materia must be construed together. Statutes in pari materia 
are those which relate to the same person or thing, or the same 
class of persons or things; and in construing a statute, or 
statutes, all acts relating to the same subject matter or having 
the same purpose, should be read in connection therewith as 
together constituting one law. The object of this rule is to 
ascertain and carry into effect the intent of the legislature, and 
it proceeds on the supposition that the several statutes having 
to do with related subject matters were governed by one spirit 
or policy, and were iritended to be consistent and harmonious 
in their several parts and provisions. From this general rule it 
follows, said the Supreme Court, that our attention should first 
be directed to the determination of whether the drugless healing 
act gave the defendant the right to practice obstetrics. In our 
opinion, that conclusion cannot be drawn from the provisions 
of the statute. Section 4 of the act relating to drugless prac- 
titioners provides for the issuance of five different certificates, 
mechanotherapy, suggestive therapeutics, food science, phys- 
cultopathy and “. . for any other separate and coordinate 
system of drugless practice. . . . Practitioners hereunder 
shall confine their practice to the subjects and system or systems 
represented by their certificate. . . .” Section 7 of the act 
provides that all persons granted licenses or certificates there- 
under shall be subject to state and municipal regulations relating 
to the control of contagious diseases, the reporting and certi- 
fying of births and deaths, and all matters pertaining to public 
. health; and all such reports shall be accepted as legal. The act 
further provides that in order to acquire a certificate to practice 
drugless therapeutics, a person must prove a residence course 
of three entire sessions of thirty-six weeks each at a chartered 
drugless school and be compelled to pass an examination in 
“obstetrics.” It was argued by the defendant that the provision 
requiring an examination concerning obstetrics, coupled with the 
direction that persons receiving the benefits of the act must 
certify births, indicated the intention of the legislature to allow 
holders of certificates under the act to practice obstetrics. 

The provisions of the indefinitely worded statute do not indi- 
cate the extent of the practice of drugless healers, said the 
Supreme Court, so it is necessary to examine all of the pertinent 
acts passed by the legislature. The court then discussed the 
practice acts relating to medicine, osteopathy, osteopathy and 
surgery, midwifery, and chiropractic, all of which, including the 
drugless healer statute, were originally passed in 1919. In the 
drugless healers act the term “drugless therapeutics” is defined 
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as consisting of “hydrotherapy, dietetics, electro-therapy, radiog- 
raphy, sanitation, suggestion, mechanical and manual manipu- 
lation for the stimulation of physiological and psychological 
action to establish a normal condition of mind and body, but 
shall in no way include the giving, prescribing or recommendit.z 
of pharmaceutic drugs and poisons for internal use, the purpose 
of this act being to confine practitioners hereunder to drugless 
therapeutics.” The legislature did not define any of the terms 
used in the other practice acts, except “practicing midwifery.” 
By these enactments, the court indicated, the 1919 legislature 
determined that practitioners of all types of healing arts, except 
physicians and surgeons, should be “restricted to their own 
particular methods of healing.” “It was the manifest intention 
of the Legislature to prohibit the holders of restricted licenses 
from practicing branches of the art of healing not embraced 
within the subjects on which the licensee had been examined, 
and which by his certificate he was authorized to practice.” 
(State ex rel. Walker v. Dean, 155 Wash. 383, 284 P. 756.) In 
the acts relating to physicians and surgeons, and the act relat- 
ing to osteopathy and surgery, and the act having to do with 
midwifery, the legislature was careful to require definite knowl- 
edge and practical experience before a certificate could issue 
which would entitle the holder to practice obstetrics. The title 
to the drugless healers act, when liberally construed in connec- 
tion with the other statutes relating to the care of the sick and 
afflicted, proves conclusively that the legislature intended to 
treat drugless healing as it did the other schools of practice— 
that is, that drugless healers should be allowed to do only those 
acts included within the definition. 

Other reasons which reinforce the logic of the foregoing con- 
clusions, added the Supreme Court, are found in the require- 
ments for admission to, and the courses of study required by, 
the various schools of the healing arts. These requirements 
indicate the desire of the legislature to measure the extent of 
practice by knowledge and experience acquired by study and 
practice. Medical schools, for example, are accredited and 
approved by the Association of American Medical Colleges and 
the Council on Medical Education and Hospitals of the Ameri- 
can Medical Association, which require that applicants for 
admission to schools of medicine must have a bachelor’s degree 
and a good college record, or have completed three years of 
college work with a superior record, or have completed two 
years of college work in which they have demonstrated out- 
standing ability. An osteopath must have, before he can take 


~the state examination for a license, a diploma issued by some 


chartered school of osteopathy approved by the Association of 
Osteopathic Colleges. The requirements of the association for 
school admission are that the applicant for admission must have 
had a four year high school course and a minimum of two 
years’ collegiafe work. The educational requirements of a drug- 
less healer, on the other hand, are a high school education and 
a residence course of three entire sessions of thirty-six weeks 
each at a chartered drugless school. It will be noted that the 
act does not require proof of practical experience in a hospital, 
nor does it indicate in any way that it was intended to extend 
the privilege of taking care of women prior to, at and after 
childbirth to drugless healers. The act makes no reference to 
the character of the school, as do the acts relating to physicians, 
surgeons and osteopathy. 

What we have said about the right to practice obstetrics, the 
Supreme Court concluded, applies with equal force to the 
administration of ether and the administration of a drug by 
hypodermic injection. The giving of a drug, either orally or 
by inje-tion, is limited to those practitioners especially desig- 
nate’ statute. In this connection it will be noted that physi- 
cis d surgeons are authorized “to use drugs” and “to sever 
o rate the tissues of human beings.” The osteopathic act 
ce “sufficient experience in and a practical working knowl- 
er. pathology, and the administering of anesthetics” by one 
d a certificate to practice surgery. In addition, the 
athic act states, “. 


; nothing in this act shall be con- 
to prohibit 


the practice of midwifery. ee 
he administering of drugs or anesthetic and the cutting 
mbilical cord are part of a surgical operation cannot be 
( ‘ The judgment in favor of the sanipractor was there- 

« ersed.—State v. Houck, 203 P. (2d) 693 (Wash., 1949). 
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The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1938 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by stamps 
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American Journal of Diseases of Children, Chicago 
75:787-940 (June) 1948 
Toxic :~ ot Overdosage of Vitamin De in Children. R. Debré. 
—p. 


*Analysis of Wartime Reduction of Dental Caries in European Children 


with Special Regard to Observations in Norway. R. F. Sognnaes. 
—p. 792. 
“Hypophoaphatasia”: New Developmental Anomaly, J. C. Rathbun. 


—p. 
leetionl Perforation and Rupture of Gallbladder in Children with 
Typhoid. J. Lozoya S.—p. 832. 
Incidence of Sicklemia in Newborn Negro Infant. R. B. Scott, R. P. 
Crawford and M, Jenkins.—p, 842, 


—— of Growth in Boys by "Sublingual Testosterone Therapy. 
C. Deamer.—p. 850 


Factors Influencing Blood Pictures of Newborn: Studies on Sinus 
1 


on First and Third Days. Q. B. DeMarsh, H. L. Alt and 
W. F. Windle.—p. 860. 


Pertussis Agglutinogen Skin Test. J. J. Miller Jr., Mary Louise Ryan 
and E. Havard.—p. 872. 


Immunization of Children with Influenza Virus Vaccine, Centrifuged 
Type. R. A. Higgons, Clara Nigg, Gertrude M. Hyde and C. H. 
Mann.—p. 887. 

Wartime Reduction of Dental Caries in Europe.— 
According to Sognnaes an attempt has been made to assemble 
and analyze (1) the over-all incidence of dental caries in 
children from different European countries in the period 
between the beginning of World War I and the termination 
of World War II and (2) certain dietary factors in operation 
during the war years of possible significance in connection 
with the observed fluctuations in the frequency of caries. It 
was found that the teeth of European children in all of the 
occupied and war-torn countries show (1) a definite tendency 
to decrease in caries in the latter part of, and following, the 
recent wars. This is (2) most significant in young children 
and (3) in those teeth of older ones which have developed or 
matured during the war years. The most important general 
principle evolved from this analysis is (4) that there seems to 
be several years’ delay in the initial effect of wartime conditions 
on the teeth and, following the first World War, even a 
greater delay in the return to the prewar dental status. In 
summing up the dietary analysis the author has failed (1) to 
establish a uniform increase in any specific food or food factor 
which can satisfactorily explain the reduction in caries and 
(2) t. demonstrate the expected concurrent reduction in caries 
and suyar during the two wars. He has succeeded in showing 
that in ,:everal countries there has been a reduction in refined 
carbohydiates and of caries after certain time intervals. The 
author sets forth the hypothesis that in wartime children and 
their individual teeth during their development and maturation 
indirectly have benefited by the replacement of the refined 
caloric food sources by natural ones, and thereby have received 
certain caries-preventing qualities. That concept is .compatible 
with the time relationship between the reduction in caries and 
war rationing, and in agreement with observations on experi- 
mental ani , 

Complications of Typhoid.—Lozoya reports on the expe- 
rience gained at the Hospital Infantil of México, D. F., in 
dealing with intestinal perforations and rupture of the gall- 
bladder in typhoid. Among the 457 cases of typhoid observed 
in three years, there were 29 cases of intestinal perforation 
and 4 ruptured gallbladders. Of these patients 21 were operated 
on, with a survival of 9; of the 8 who were not operated on, 
7 died. All 4 with rupture of the gallbladder were operated 
on, 1 patient surviving. Lozoya feels that in patients with 
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typhoid who have perforation of the intestine or rupture 
of the gallbladder operation is necessary. Good preoperative 
and postoperative care is essential, along with expert surgical — 
technic, which must provide drainage of the peritoneum and 
avoidance of its reinfection and of abdominal distention. A 
good prognosis depends largely on early operation, but when 
there are malnutrition, intense toxicity and infection with 
marked leukopenia, combined with intestinal perforation or 
rupture of the gallbladder, death usually results. 


American Journal of Hygiene, Baltimore 
49:1-126 (Jan.) 1949. Partial Index 
Poliomyelitis Epidemic, Possibly Milk-Borne, in Naval Station, Portland, 
Oregon. F. P. Mathews.—p. 1. 
Isolation of Poliomyelitis Virus ~~ Single —— of Flies Collected 
During Urban Epidemic. J. L. Inick.—p. 
Low Temperature Treatment of Hare Effect oy Certain Low Tempera- 


tures on Viability of Trichina Larvae. S. E. Gould and Laurin J. 
Kaasa. 


—?p. 17. 
Studies in Human Malaria. W. C. Cooper, D. S. Ruhe, G. R. Coatney 
and others.—p. 25. 


Studies on Q Fever in Panama. E. C. de Rodaniche and A. Rodaniche. 


—p. 67. 

*Q Fever in Laundry Workers, Presumably Transmitted from Contami- 
nated Clothing. J. W. Oliphant, D. A. Gordon, A. Meis and R. R. 
Parker.—p. 76 


Relationship Between Certain Populations of Culex Pipiens Linnaeus 
and — Quinquefasciatus Say in the United States. M. A. Farid 
—p. 83. 

Q Fever in Laundry Workers.—According to Oliphant 
and his co-workers 3 cases of Q fever and 3 cases of apparently 
subclinical infection recently occurred in employees of a laundry 
handling soiled laundry from the Rocky Mountain Laboratory 
in circumstances suggesting that infection may have been trans- 
mitted to them by contaminated clothing and linens. There was 
no history of recent tick bite, exposure to contaminated air in 
experimental laboratories, contact with slaughterhouses or cattle 
pens among these workers to account for infection arising out- 
side their place of employment. It is of interest that only those 
employees of the laundry. who actually handled soiled laundry 
contracted Q fever infection. The intervals between the dates 
of onset are within the limits of variation of the established 
incubation period of Q fever, which is fourteen to twenty-six 
days. It is significant that infection apparently can be trans- 
mitted indirectly by contact with contaminated materials such 
as clothing and linens. All soiled laundry from the Rocky Moun- 
tain Laboratory is now routinely sterilized with steam under 
pressure before delivery to the laundry. Treatment with peni- 
cillin, streptomycin and sulfadiazine had no apparent effect on 
the clinical course of the disease. 


American Journal of Medicine, New York 
6:1-138 (Jan.) 1949 
Syndrome of Pulmonary Stenosis with Patent Foramen Ovale. A. 
Selzer, W. H. Carnes, C. A. Noble Jr. and others.—p. 3. 
Pure Congenital Pulmonary Stenosis and Idiopathic Congenital Dilata- 


tion of Pulmonary Artery. D. G. Greene, Eleanor deForest Baldwin, 
Janet Sterling and others.—p. 


“Aureomycin in Treatment of Primary Atypical Pneumonia. Y. Knee- 
land Jr., H. M. Rose and C. D, Gibson.—p. 41. 
Pheochromocytoma with Diabetes and Hypertension: Report of 2 


Cases Cured by Operation. A. de Vries, 
M. Schumert.—p. 51. 
Arteriosclerosis: Statement of Problem. R. Gubner and H. E. Unger- 
leider.—p. 60. 
Mechanism of Heart Failure: i of Physiologic aren in 
Cardiovascular Failure. R. Paine and J. R. Smith.—p. 
Aureomycin in Primary Atypical 
and his co-workers present the histories of 10 patients with 
atypical (“virus”) pneumonia. Eight of the 10 had cold 
agglutinins. The authors resorted to the use of aureomycin 
in some cases after other treatments, including penicillin, 
had failed to produce the desired effect. When aureomycin 
is given in sufficient dosage by mouth, satisfactory blood levels 
are maintained for at least six hours. The authors started 
treatment at a level of 4 Gm. daily in six hourly divided doses, 
and then reduced this gradually on the succeeding days. Of 
late they have given an initial dose of 1.5 Gm., followed by 
1.0 Gm. every six hours. In general, they maintained the 
drug until the temperature was down several days and the 
patient was substantially improved. In 9 patients the tem- 
perature became normal twelve to forty-eight hours after the 


M. Rachmilewitz and 


648 


drug was first administered, with corresponding improvement 
in their general condition. In 2 of these treatment was dis- 
continued at this time, and what appeared to be a recrudescence 
took place. In the other 7 cases treatment was maintained 
and uneventful recovery ensued. No important toxic side 
effects resulted from aureomycin. 


American Journal of Physiology, Baltimore 
155:14)-308 (Nov.) 1948. Partial Index 


Cyclic Changes in Respiratory Centers, Revealed by Effects of Afferent 
Impulses. M. G. Larrabee and R. Hodes.—p. 147. 

Sudden Vasoconstriction in Denervated or 
Exposed to Cold. J. F. Perkins Jr., 
E. Hoffmann.—p. 165. 

Effects of Cooling on Nerve Conduction in Hibernator (Golden Hamster) 
and Nonhibernator (Albino Rat). P. O. Chatfield, A. F. Battista, 
C. P. Lyman and Juanita P. Garcia.—p. 179. 

Histamine as Possible Chemical Mediator for Cutaneous Pain. S. R. 
Rosenthal and R. R. Sonnenschein.—p. 186. 

Relation of Cerebral Arteriovenous Difference in Oxygen Content to 
Arterial Carbon Dioxide Tension. E. S. Gurdjian, J. E. Webster and 
W. E. Stone.—p. 191. 

Acceleratory Effects on Renal Function. H. Silvette and W. E. Britton. 

195. 


Sympathectomized Paws 
Mao-Chih Li, F. Hoffman and 


Electrophrenic Respiration. III. Mechanism of Inhibition of Spontaneous 
Respiration. Sarnoff, J. L. Whittenberger and Esther Harden- 
bergh.—p. 203. 

Fluid Shifts in Animals During Pressure Breathing. 

Goodman.—p. 208. 
Nature = Precordial Electrocardiogram. L. H. Nahum and H. E. Hoff. 
215. 


—pDp. 


C. Hyman and 


Determination of Circulating Red Blood Cell Volume with Radioactive 
Phosphorus. R. T. Nieset, Blanche Porter, W. V. Trautman Jr. and 
others.—p. 226. 

Comparison of Results of Measurement of Red Blood Cell Volume by 
Direct and Indirect Technics. H. S. Mayerson, C. Lyons, W. Parson 
and others.—p. 232. 

Effect of Administration of Adrenalin on Circulating Red Cell Volume. 
W. Parson, . Mayerson, C. Lyons and others.—p. 239. 

Effect of Steroids on Body Weight, Temporal Muscle and Organs of 
Guinea Pig. D. Kochakian, Jane Harrison Humm and Mary N 
Bartlett.—p. 242. 

Renal Clearance of Allantoin as Measure of Glomerular Filtration Rate. 

riedman, S. O. Byers and P. M. Abrahm.—p. 27 

Mechanisms of Desoxycorticosterone Action: IV. Relationship of Fluid 
Intake and Pressor Responses to Output of Antidiuretic Factor. 
Julia G. Skahen and D. M. Green.—p. 290. 


American Journal of Public Health, New York 
39:1-134 (Jan.) 1949 

A New Look at Sanitation. H. F. Vaughan.—p. 24. 

International Adoption of Principles of Morbidity and Mortality Classi- 
fication. W. T. Fales and I. M. Moriyama.—-p. 31. 

Plans for United States Cooperation with the World Health Organization 
in the International Influenza Study Program. J. T. Culbertson.—p. 37. 

Influenza in California During 1947 and 1948. G. Meiklejohn and H. B. 
Bruyn.—p. 44. 

— of Rising Hospital Costs-on Group-Payment Plans. C. 


The neve” and “No” of Nutrition and Natural Resistance to Infectious 
Disease. H. A. Schneider.—p. 57. 

A Community Program for Control of Rheumatic Fever. G. C. Griffith. 
—p. 61. 

Program of Inservice praning for Health Department Staff. Ann 

Wilson Haynes.—p. 


Archives of Internal Medicine, Chicago 
81:793-902 (June) 1948 

Pheochromocytoma with Symptoms of Epinephrine Shock: Report of Case. 
L. R. Ferraro and R. G. Angle.—p. 793. 

Tropical Anhidrotic Asthenia: Its Definition and Relationship to Other 
Heat Disorders. J. P. O’Brien.—-p. 799. 

Needle Biopsy of Liver. J. H. Topp, M. C. F. Lindert and F. D. 
Murphy.—p. 832. 

Plasma Lipids in Primary (Xanthomatosis) and Secondary Hypercho- 


lesteremia: I. ect of Lipotropic Substances. A. F. Delevett and 
M. Bruger.—p. 859. 


"Effect of Prophylactically Administered Penicillin on Incidence of Bac- 
teremia Following Extraction of Teeth: Results in Patients with 
Healed Rheumatic and Bacterial Endocarditis. H. L. Hirsh, Jean J 
Vivino, A. Merril and H. F. Dowling.—p. 868. 

Addison's Disease Complicated by Toxemia of Pregnancy: Review of 
Literature. M. Cohen.—p. 879. 

Penicillin and Bacteremia Following Extraction of 
Teeth.—According to Hirsh and his associates it has been 
demonstrated that bacteremia following the extraction of teeth 
is of importance in the development of bacterial endocarditis. 
The desirability of eliminating, or even diminishing, the fre- 
quency of one of the causes of bacterial endocarditis is obvious. 
The effect of sulfonamide prophylaxis on the incidence and 
persistence of bacteremia following the extraction of teeth 
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having been inconclusive, the authors decided to try penicillin 
prophylaxis. Sixty-five patients requiring dental extractions 
were each given 600,000 units of penicillin in wax and peanut 
oil contained in 2 cc. of the mixture three to four hours before 
extraction, while 65 patients were not given penicillin and 
served as controls. Blood cultures in duplicate were obtained 
immediately and ten and thirty minutes after extraction, 
incubated both aerobically and anaerobically and studied for 
the presence of bacteria. When all the organisms isolated were 
considered, 46 per cent of the patients in the control group 
and 37 per cent of the patients in the penicillin-treated group 
were found to have bacteremia. When alpha and gamma 
streptococci alone were considered, a statistically significant 
reduction in the incidence of bacteremia, from 34 to 15 per 
cent, was observed with the use of penicillin. The incidence 
of bacteremia could not be correlated with age, sex, race, state 
of oral hygiene or number of teeth extracted. The number of 
positive cultures was greater, however, the more extensive the 
surgical procedure. Penicillin prophylaxis was employed in 
eleven tooth extractions on 7’ patients with healed rheumatic 
or bacterial endocarditis. Transient bacteremia occurred in 4 
patients. The authors suggest a plan of prophylaxis preceding 
dental extraction in patients with rheumatic and congenital 
heart disease. 
Archives of Pathology, Chicago 
46:191-288 (Sept.) 1948 


rn Vascular Lesions in Late Rheumatic Heart Disease. J. Denst 
T. Neubuerger.—p. 191. 

Changes in Poliomyelitis. 
Cragan.—p. 202. 

*Comparison of Thymic Hyperplasia in Myasthenia Gravis and Exophthal- 
mic Goiter. A. L. Bryan, J. R. McDonald an Clagett.—p. 212. 

Testicular Tumors: II. Interstitial Cell and Miscellaneous Neoplasms. 

R. E. Scully and A. R. Parham.—p. 229. 


Problems Related to Origin and Meaning of Pituitary Gland Tumors. 


I. Costero.-p. 243 
Effect of Sodium Chloride Deprivation on Growing Rat. J. T. Cuttino 
an H. Rosenthal.—p. 260. 
Interrelationship of Diseases ot Liver and Brain. A. B. Baker.--p. 268. 
Intracranial Lesions in Rheumatic Heart Disease.— 
Denst and Neubuerger found in a series of 688 necropsies 45 in 
which rheumatic heart disease was noted in patients older than 
25 years, excluding those in whom it was complicated by 
subacute bacterial endocarditis. The brain was adequately 
examined in 14 of these cases, and in 9 it showed significant 
vascular changes. It was found that lesions of intracranial 
vessels occur with unexpected frequency in late stages of 
rheumatic heart disease. The larger and smaller arteries and 
veins, mainly in the leptomeninges, show a great variety of 
pathologic features. The principal lesions are: various forms 
of thrombosis, endarteritic proliferation, alteration of the 
elastic membranes and fibrosis of media and adventitia. The 
histologic picture, as a rule, is sufficiently characteristic to 
permit differentiation from other vascular diseases that occur 
in the same location. Parenchymal changes in the brain 
secondary to the vascular processes are identical with those 
produced by other vascular diseases. Focal neurologic signs 
may occur, but there is little evidence to show that the lesions 
described form the anatomic basis for psychotic syndromes. 
Thymus in Myasthenia and Goiter.—In recent years, 
thymectomy had been resorted to with gratifying results in 
many of the cases of myasthenia gravis. Bryan and his 
associates made a histopathologic study of the thymus in this 
disorder. Since thymic hyperplasia occurs also in other endo- 
crine disorders, a comparison was made with thymic hyper- 
plasia of hyperthyroidism. Among 23 cases of myasthenia 
gravis, exclusive of thymoma, in which thymectomy was done, 
there were 4 in which extreme lymphoid hyperplasia, and 2 
in which moderate lymphoid hyperplasia of the thymus, was 
observed on microscopic examination. In the remainder of the 
cases the gland either was normal or had been replaced by fat. 
Twelve of the 17 normal glands in the myasthenia series showed 
areas of hyperplasia, but the percentage of glandular tissue was 
too low to permit their being considered hyperplastic, the 
average content of thymic parenchyma being only 29 per cent. 
In none of the 20 cases of hyperthyroidism did extreme 
hyperplasia of the thymus occur, and in only 1 case did 
moderate lymphoid hyperplasia occur. Small areas of epithelial 
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clustering occurred in 2 cases of the myasthenia series and in 
3 cases of the hyperthyroidism series, but the glands were 
essentially normal. When the amounts of the glandular tissue 
of the thymuses were determined, percentages of thymic tissue, 
the weight of the parenchyma of 2 of 13 glands in the myas- 
thenia series significantly exceeded the upper limit of normal, 
while the weight of the parenchyma of 7 to 9 glands in the 
hyperthyroidism. series exceeded the upper limit of normal. 
There was apparently no correlation between the extent of 
hyperplasia determined microscopically and that which was 
observed when the weight of essential thymic elements exceeded 
significantly the expected upper limit of normal. 


Blood, New York 
4:1-96 (Jan.) 1949 


*Results of Therapy of Erythroblastosis with Exchange Transfusion. 
A. S. Wiener and I. B. Wexler.—p. 1. 

Recent Studies of Multpile Myeloma: Sternal and Rib Puncture and 
Results of — with Stilbamidine. S. Propp, L. W. Gorham 
and S. Kantor.—p. 

Distribution of lstechemically Demonstrable Glycogen in Human Blood 
and Bone Marrow Cells. M. Wachstein.—p. 

Pyridoxine Deficient Diet and Desoxypyridoxine in Therapy of Lympho- 
a and Acute Leukemia in Man, A. Gellhorn and L. O. Jones. 


Rapid Diagnostic Test for Sickle Cell Anemia. H. A. Itano and 


L. Pauling.—p. 66. 
Mechanism of Petechial Hemorrhage Formation. J. G. Humble.—p. 69. 

Exchange Tranfusion in Erythroblastosis.—In their 
technic of exchange transfusion Wiener and Wexler introduce 
citrated blood into the saphenous vein at the ankle and with- 
draw the infant’s blood simultaneously from the radial artery 
at the wrist, coagulation being prevented by the administration 
of small amounts of heparin. The procedure, besides being 
simple, is safe, there having been no operative mortality in 
more than forty transfusions. The authors present the results 
obtained with exchange transfusion in their first 28 cases. In 
16 of these, erythroblastosis was severe and almost certainly 
would have been fatal if left untreated; in 6 it was of moderate 
severity, and in, 6 it was mild. Only 7 of the infants died. 
The available data indicate that the mortality would have been 
at least twice as high had the usual treatment with simple 
transfusions been given. Fresh blood should be used instead 
of bank blood because of its greater survival time and smaller 
likelihood of introducing infection. All infants who have sur- 
vived have developed normally both physically and mentally 
and have shown no sequelae of damage to liver or brain. The 
most reliable index of the severity of the disease in the 
erythroblastotic infant is provided by antenatal titrations of 


the maternal univalent Rh antibodies, as well as by tests for — 


the presence of univalent antibodies in the infant’s blood. 


Journal of Aviation Medicine, St. Paul 
19:397-480 (Dec.) 1948 


*Requirements for Oxygen in Commercial Aviation: Aspects of Its Use. 
D. Carlson, W. R. Lovelace II and H. L. Burns.—p. 399 


Some Biologic Factors in Design of Civil Aircraft. B. G. King and 
. J. Swearingen.—p. 414. 
Protective Helmet os Pilota of High-Speed Aircraft. E. Hendler and 


R, Popen.—p. 
Indication of Stages of Human Hypoxia by 

metric Means. J. W. Prast and W. K. Noell.—p. 426 
Detecting Potential Leaders. H. E. Page.—p. 435. 
Psychosomatic Manifestations in Ophthalmology. E, E. 
Comparison of Tests for Red-Green Color Deficiency, 

and Lorraine Wollach.—p. 447. 

Study of Flight Surgeon Population in Relation to National and Inter- 

national Obligations. W. R. Stovall.—p. 456. 

Oxygen in Commercial Aviation —According to Carlson 
and his associates routine transcontinental and intercontinental 
flights are now made in unpressurized aircraft at altitudes 
which require oxygen for crew and passengers. A much larger 

“number of flights are made at altitudes which are borderline 
so far as oxygen requirements are concerned, the need for 
oxygen being accentuated by such conditions as night flying 
and passengers with chronic or acute illnesses which limit their 
oxygen utilization. The oxygen systems in commercial airline 
aircraft have been the result of each company’s meeting a need 
according to the information at their disposal concerning oxygen 
requirements from the physiologic standpoint, as well as the 
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engineering factors related to specific installation problems. 
The authors present data for use in the design of commercial 
aircraft oxygen systems from the point of view of require- 
ments from a physiologic, a medical and a practical and engi- 
neering basis and the standardization possible in utilizing these 
factors. They feel that increasing the flow of oxygen above 
normal, especially at low altitudes, would protect passengers 
suffering from such diseases as pulmonary fibrosis, emphysema, 
anemia and cardiac disease. Present data indicate that the ad- 
ministration of as little as 50 per cent oxygen is of value in 
certain clinical cases. 


Journal of Experimental Medicine, New York 
89:1-130 (Jan.) 1949 


Immunochemical Studies on Bioed Groups. IX. Specific Precipitation of 
Fucose of Hog and Human Blood Group A Substances by Anti-A. 
E. A. Kabat, H. Baer and Vesta Knaub.—p. 1. 

Purification of Influenza Virus Substrate, and Demonstration of Its 
Competitive Antagonism to Apple Pectin. D. W. Woolley.—p. 11. 
Experimental Serum Disease: Pathogenetic Study. W. E. Ehrich, 

J. Seifter and Carylyn Forman.—p. 23. 

Concurrent Infection with Influenza Virus and Mumps Virus or Pneu- 
monia Virus of Mice (PVM) as Bearing on Inhibition of Virus Mulkti- 
plication by Bacterial Polysaccharides. H. S. Ginsberg and F. L. 
Horsfa!l Jr.—p. 37. 

Effect of Lesion Due to Influenza Virus on Resistance of Mice to 
Inhaled Pneumococci. C. G. Harford, Virginia Leidler and Mary 
Hara.—p. 53. 

Myositis in Mice Following Intramuscular Injection of Mouse Buenas 
myelitis Group and of Certain Other Neurotropic Viruses. R. Rus 
tigian and A. M. Pappenheimer.—p. 69. 

Capsular Reactions and Soluble Antigens of Torula Histolytica and of 
Sporotrichum Schenckii. J. M. Neill, C. G. Castillo, R. H. Smith 
and C. E. Kapros.—p. 93. 

Studies on Metabolism of Filarial Worm, Litomosoides Carinii, E. Bue- 
ding.—p. 107. 


Kentucky Medical Journal, Bowling Green 
47:1-36 (Jan.) 1949 


Obstetrics by the General Practitioner. T. Pugh.—p. 5. 
Apomorphine-Scopolamine Analgesia in Obstetrics. J. H. Siehl.—p. 8. 
— Brucellosis or Chronic Undulant Fever. F. Stites and J. Stites. 


10. 
Mycoses. C. G. Baker.—p, 15. 
Recent Advances in Internal Medicine. L. T. Minish Jr.—p. 21. 
Proctoscopic Examination in Detecting Disease of Rectum and Colon. 
O. T. Evans.—p. 25. 


New England Journal of Medicine, Boston 
240: 45-80 (Jan. 13) 1949 


Clinical and Paes Study of Isuprel in Spontaneous and Induced 
Asthma . J. Curry and chiller.—p. 

Diagnosis ‘of of Pulmonary Artery: Report of Two 
ases. Dotter and I. Steinberg.—p. 

*Multiple Sites for Bone-Marrow Puncture, with Particular Reference to 
Children. J. J. Rheingold, L. Weisfuse and W. Dameshek.—p. 54. 

Medical Problems of Old Age. R. T. Monroe.—p. 57. 

Conservative Treatment in Placenta Accreta: Report of Case in Twin 
Pregnancy. S. P. Norman.—p. 60. 

Care of Newborn. S. T. Clifford.—p. 61. 

Bronchiogenic Carcinoma, Right Lower Lobe. Pulmonary Tuberculosis, 
Healed Right Upper Lobe, Active Right Middle and Lower Lobes. 


Melanctic Sarcoma.—p. 71. 

Multiple Sites for Bone Marrow Puncture.—Rheingold 
and his associates say that although the sternum is the usual 
site for puncture in the study of the bone marrow, other sites 
have been used in recent years. The authors used bone marrow 
punctures on multiple sites in 31 adults. Comparison of the 
results obtained with multiple punctures showed surprisingly 
similar findings. Occasionally, marrow was obtained from one 
site, when another yielded a dry tap. Because of these highly 
comparable results in different areas, the authors now utilize 
the various sites interchangeably when multiple punctures are 
performed. Spinous process punctures were performed in 25 
infants and children ranging from 2 months to 12 years of age. 
In 5 children two punctures were done. The iliac crest puncture 
was performed in 8. Ten patients had both sternal and spinous 
process and iliac crest punctures; 2 had iliac crest and spinous 
process punctures, and | had a tibial puncture in addition to 
punctures of the sternum and of a spinous process. The authors 
conclude that the use of alternative sites for bone marrow 
puncture is of definite value. In children, the spinous process 
and iliac crest are often the preferred sites for puncture. 


Oklahoma State Medical Assn. Jour., Oklahoma City 
42:1-42 (Jan.) 1949 


Responsibilities ei General Practitioner for Care of Psychiatric Patient. 
R. Ewalt.— 

in Hodgkin’s Disease and Treatment. kL. ¥. 
Shryock.—p. 8. 

The Acute Joint. W. K. Ishmael.—p. 11. 

Mental Hygiene in College Health Program. J. O. Hood and M., P. 
Prosser.—p. 14. 

Acute Infections of Hand. R. H. Lindsey.—p. 19. 


Pediatrics, Springfield, Ill. 
3:1-128 (Jan.) 1949 

B. Mucosus Capsulatus (Friedlander) Meningitis; Recovery of Three- 
Week-Old Infant Treated with Sulfadiazine and Streptomycin. W. A. 
Daniel Jr.—p. 3. 

Etiology of Ekiri, a Highly Fatal Disease of Japanese Children. 
Katherine Dodd, G. J. Buddingh and S. Rapoport.—p. 9. 

Combined Immunization Against Diphtheria, Tetanus and Pertussis in 
Newborn Infants. roduction of Antibodies in Early Infancy. 
P. A. di Sant’ Agnese.—p. 20. 

Adjustment of Electrolytes and Water Following Premature Birth (with 
Special Reference to Edema). C. A. Smith, S. Yudkin, Winifred 
Young and others.--p. 34. 

Thymol Turbidity Values in Serums of Newborn and Premature Infants 
and of Mothers at Term. Maurdina raat Desmond, H. J. 
Zimmerman, L. K. Sweet and L. J. Thomas.—p. 49. 

Clinical Observations on Use of a “tar diy L. C. Burket and 
P. Gyérgy.--p. 56. 

Speed of Secondary Immune Response to Tetanus Toxoid with Review 
of War Reports and Observations on Simultaneous Injection of Toxoid 
vam ee: J. J. Miller Jr., Mary Louise Ryan and R. R. Beard. 


Uer 7 Carinamide in Pediatrics. T. L. Perry.—p. 75. 


Psychosomatic Medicine, Baltimore 
10: 309-396 (Nov.-Dec.) 1948 


a Mechanism in Case of Neurodermatitis. M. L. Miller. 
309. 


Brain Wave Patterns Accompanying Changes in Sleep and Wakefulness 
During Hypnosis. W. Barker and Susan Burgwin.—p. 317. 
Life Situations and Serum Antibody Titers. J. L. Bakke and H. G. 
327. 


Peripheral Vasomotor Reactions as Indices of Basic Emotional Tension 
and Lability. P. A. Theron.—p. 335. 

Diagnostic Value of Peripheral Vasomotor Reactions in Psychoneuroses. 
A. B. van der Merwe.—p. 347 


Erasistratus, Antiochus and Psychosomatic Medicine. C, A. Seguin. 
—p. 355. 


Personality Factors in Allergic Nasal Disorders as Determined by 
Analysis of Recorded History Interviews. J. H. Mitchell, C. A. Cur- 
ran and Ruth N. Myers.—p. 357. 

Audiometry Under Hypnosis. J. M. Schneck.—p. 361. 

ional Factors and Tuberculosis: Critical Review of Literature. 

Beatrice Bishop Berle.—p. 366. 

Emotional Factors and Tuberculosis.—A critical review 
of the literature presented by Berle indicates that current as 
well as ancient notions concerning tuberculosis and genius, 
tuberculosis and mental disease, the psychopathology of tuber- 
culosis and the possible influence of emotional factors on the 
course of this disease need to be reevaluated. As a result of 
this study, two recommendations suggest themselves: (1) train- 
ing young phthisiologists to an awareness of the psychologic 
problems of patients with a chronic disease; and (2) clinical 
investigation of the possible role of bodily reactions and life 
situations in the development of tuberculosis. Although many 
physicians treating tuberculosis in private practice have long 
been aware of their patients’ psychologic problems and have 
met these effectively, there is no systematic program for the 
training of young phthisiologists along these lines. Therefore 
it is suggested that the Trudeau Society or other similar organ- 
ization plan an effective program for the development of an 
understanding of the personal and social problems of their 
patients. The second recommendation relates to the problem 
of the resistance of the host in infectious diseases. Clinical 
observations on the parallel course of a patient’s emotional life 
and the course of his tuberculous disease should be carried on. 
Investigators could determine, for instance, whether any fluctua- 
tion occurred in the concentration of a known bacteriolytic 
enzyme in certain persons under conditions of emotional stress. 
No progress can be made in the understanding of the relation 
of emotional factors and tuberculosis unless the physiologic 
accompaniments of emotional stress are included in the detailed 
study of the problem of virulence. 
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Public Health Reports, Washington, D. C. 
64:41-68 (Jan. 14) 1949 


*Q Fever Studies in Southern California: 11. Epidemiological Study of 
300 Cases. M. Dorthy Beck, J. A. Bell, E. W. Shaw and R. J. 
Huebner.—p. 41. 


Experimental Animal Colony in Tropical West Africa. H. A. Poindexter. 
57. 


64:69-92 (Jan. 21) 1949 
State Legislation for Minimum Standards of Hospital Maintenance and 

Operation. V. M. Hoge and J. G. Steinle.—p. 69. 

Epidemiologic Studies on Patients with Q Fever.— 
Three hundred cases of Q fever, with 3 deaths, have been 
investigated in Los Angeles and vicinity since September 1947. 
The cases occurred throughout the area at all seasons and 
over several years. They were predominantly in males in the 
industrial age groups, their occupations being extremely 
diversified. The epidemiologic findings suggested three general 
hypotheses as to the modes of spread of the disease in this 
endemic area—occupation in the dairy or livestock industries, 
residence in close approximation to a dairy or livestock yards, 
and household use of raw milk. No one of these possible modes 
of spread would account for more than one half of the cases. 
Specific epidemiologic studies have been arranged to determine 
the worth of each of these hypotheses. 


Radiology, Syracuse, N. Y. 
52:1-156 (Jan.) 1949 


Immediate and Late Results of Intracavitary os Ta Therapy for 
Malignant Lesions of Cervix. H. Bowing.— 

Intravaginal Roentgen Therapy in Cancer of pai Uteri. G. H. 
Twombly and J. A. Chamberlin.—p. 14. 

*Review of Ten Years’ Experience with Transvaginal Roentgen Therapy. 
R. M. Caulk.—p. 26. 

Place of Deep External X-Ray Irradiation in Treatment of rege 
of Cervix by Long Element Needles. G. W. Waterman and W. 
Reid.—p. 34. 

Carcinoma of Cervical Stump. W. E. Costolow.—p. 41. 

*Probable Trends in Irradiation Treatment of Carcinoma of Cervix Uteri 
with a Expanding Type of Radium Applicator. E. C. Ernst. 


Space, with Particular Reference to 
J. H. 


myelia and Arnold-Chiari Deformity. Marks and K. E. L 
ston.—p. 63. 
Intraventricular Epidermoid: Characteristic Pneumoencephalographic 


Findings. H. Hauser and C. W. Elkins.—p. 69. 

Diagnosis of Primary Hodgkin’s Disease of Stomach. E. L. Pirkey and 
S. M. Roberts.—p. 75. 

Primary Malignant Heart Tumor Diagnosed in Vivo with Aid of 
Artificial Pneumopericardium, Karen Liibschitz, E. Lundsteen and 
Eva Forchhammer.—p. 79. 

Spontaneous Pneumothorax Associated we hme Sarcoma: Report 
of 3 Cases. E. A. Lodmell and S. C. C 

Simple Method for Computing Volume of Senos Gallbladder. G, Siffert 
de Paula e Silva.—p. 94. 

New Standard for Heart Size Measurement. L. C. Jacobs.—p. 103. 

Apparatus for Automatic Multiple Exposures. H. K. Taylor.—p. 107. 
Transvaginal Roentgen Therapy.—Caulk applied trans- 

vaginal roentgen treatment alone or combined with other 

conventional methods in 346 cases of carcinoma of the cervix 
during the decade of October 1936 to December 1946. Two 
hundred and two patients were treated prior to 1943, and 
definite data for analysis in terms of five to ten year survivals 
were available for 192. One hundred and eighteen patients 
were dead, 104 having died prior to five years of observation. 
Two of these 104 died without clinical evidence of the disease; 
at least 67 patients died of or with cancer. The cause of death 
in the remaining cases is not known. Fourteen deaths occurred 
after five years, 5 from causes other than cancer, 6 from causes 
unknown and 3 from cancer. By combining a short anode- 
cervix distance with a large speculum and large master cone 
aperture, the maximum divergence of the beam at the level 
of the cervix was obtained. Daily doses of 800 r were given. 

The total dose varied over the years from 5,000 to 8,000 r, but 

at present a total dose of 6,400 r is given if intracervical and. 

intrauterine radium is to be added, and 7,200 r if supplementary 
radium therapy is not to be given. All patients had some degree 
of diarrhea as an immediate result of the transvaginal therapy. 

The percentage of late complications was relatively low, with 

2 cases of severe bowel reaction and only 6 casts of a recto- 

vaginal fistula directly attributable to radiation. Only trans- 

vaginal roentgen therapy was applied to all obese patients in 


4 ‘ 
4 
Diarrhea: A Specific Somatic Equivalent of Unconscious Emotional ee 
Conflict. Melitta Aperling.—p. 331. 
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stage 1 except those with endocervical cancer. The survival 
in this group—21 of 28 cases—was gratifying. Only 1 of 9 
selected patients in clinical stage Ii to whom transvaginal 
roentgen therapy was applied survived. This group demonstrated 
satisfactory control of the local disease in the fornices, but 
paracervical and parametrial disease spread. Transvaginal 
roentgen therapy can be utilized to advantage in the treatment 
of cervical cancer. It is an ideal substitute for local cervical 
radium application in all cases in which it can be practicably 
applied. In carcinoma of the cervical stump it can supplant 
radium entirely. Results may be improved by the delivery of 
larger doses to the parametria with higher voltage apparatus 
and the routine addition of intracavitary radium therapy. 

Irradiation of Carcinoma of Cervix Uteri.—Ernst devised 
a new single unit type of cervical uterine radium applicator for 
the treatment of carcinoma of the cervix the technical advantage 
of which is due to the mechanically controlled expansion 
features and to the accurate distribution of seven to nine cross 
fire radium sources within the pelvis. The expanding feature 
of the lateral capsules and auxiliary colpostats of this instru- 
ment assures a much broader and more uniform distribution 
of radium intensities, thereby minimizing the danger of over- 
irradiation of certain areas within the vaginal vault. With the 
aid of external pressure, the more direct and indirect irradiation 
of the parametrial fields at close range is facilitated. Since 
all the radiation sources are incorporated within a single 
applicator, complete fixation of the individual multiple radium 
sources is assured. Another advantage is the decentralization 
feature for correcting, or at least modifying, the position of 
the displaced cervical canal to a more central position, thereby 
increasing the vulnerability of both the primary lesion and 
the parametrium to the radiation sources. Injury to the bladder 
and the rectum is minimized by the design and mechanical 
features of the lead-filled ends of the vertical radium capsules. 
Studies of the intensity of the irradiation on slow photographic 
films revealed that this method of application compares favorably 
with the Manchester method. From a clinical research standpoint 
the author’s method facilitates the more accurate comparison 
and clinical evaluation of the relative effectiveness of various 
methods of radium application in relation to the time and 
intensity factors of the total radium dose. This method of 
applying radium is ideal for the fractional dosage type of 
irradiation. 


Southern Medical Journal, Birmingham, Ala. 
42:1-72 (Jan.) 1949 


*“Aureomycin,” a New Orally Effective Antiobiotic: Clinical Trial in 
Rocky Mountain Spotted Fever, Results of Susceptibility Tests and 
Blood Assays Using Turbidimetric Method. T. Harrell, M. Meads 
and K. Stevens.—p. 4. 

Combined Sodium ‘‘Pentothal” and Local Anesthesia for Selected Cases 
of Eye Surgery with Note on Additional Use of Curare. W. McD. 
Boles.—p. 13. 

Diagnosis of Lesions of Stomach. C. O. Patterson, F. W. Wilson, A. E. 
Haley and M. O. Rouse. 9. 

Physical Medicine and Preventive Medicine. J. ws er arland.—p. 29. 

Pericarditis. S. C. Percefull and R. B. Bost.— 

The Heart in Sickle Cell Anemia. W. H. Hiccns et 

—— and Management of Fundal Carcinoma. L. c. Scheffey. 
-——p. 

Hemostasis in Partial Resection of Liver: Case Report. E. M. Colvin 
and F. T. Wallace.—p. 52. 

oe Its Accomplishments and Obligations. C. M. Pounders. 

of Therapy in Respiratory Tract Infections. A. R. 
Hollender.—p. 

"Changing Picture Tularemia gig in of 704 
Case Histories. A. M. Washburn and J. H y.—p. 60 

Incidence of Brucella Infeetion in 100 a Students as ‘Determined 
by Certain Diagnostic Tests, C. W. Johnson and M. J. Bent.—p. 62. 

Treatment of 6 Cases of Ascariasis in Man with 1-Diethylcarbamyl-4- 
Methylpiperazine Hydrochloride. J. Oliver-Gonzalez, D. tiago- 
Stevenson and R. I. Hewitt.—p. 65. 


Aureomycin in Rocky Mountain Spotted Fever.— 
Harrell and his associates suggest that aureomycin gives 
promise of usefulness in rickettsial disease. It is a new antibiotic 
produced by a species of Actinomyces which is effective when 
administered orally or parenterally against a wide variety of 
bacteria, against most rickettsias and against a few viruses. 
The authors present the histories of 3 patients with Rocky 
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Mountain spotted fever who were treated with aureomycin. The 
drug was supplied in capsules of 50 mg. for oral administration 
and in ampules containing 20 mg. of the lyophilized drug as 
the hydrochloride. Parenteral injections were used in only 1 
of the 3 cases. The parenteral dose of aureomycin should 
probably be in the range of 5 to 10 mg. per kilogram per 
day in this disease. At present the daily oral dose for human 
beings seems to be 50 to 100 mg. per kilogram (3 to 6 Gm. 
daily for an adult) on a four to six hour schedule. The tem- 
perature in severe cases responds in about three days. Aureo- 
mycin was as effective in inducing clinical remission as any 
other drug yet tried. It apparently has the property of pene- 
trating cell membranes and attacking rickettsias within cells, 
suppressing their growth and reproduction and allowing a 
lower level of immunity to be effective in reducing toxicity, 
lowering temperature and producing a clinical remission. Since 
the antibiotic acts primarily on the rickettsias, the importance 
of supportive therapy to the patient must not be forgotten. 
Since rickettsial spotted fever varies widely from year to year 
and from patient to patient, many more cases must be studied 
before final conclusions can be drawn. It may prove that a 
combination of aureomycin and para-aminobenzoic acid will be 
even more effective than either drug alone. An addendum to 
this paper cites a report by other investigators on the use 
of aureomycin in Rocky Mountain spotted fever. The favorable 
response of these 25 additional cases confirms the impression 
that “aureomycin” is a very effective drug in the treatment of 
Rocky Mountain spotted fever. 

The Changing Picture of Tularemia Transmission.—A 
study of 704 case histories of tularemia convinced Washburn 
and Tuohy that in Arkansas the name “rabbit fever” applied 
to tularemia is, in part, a misnomer. Only 31 per cent of cases 
were traceable to this source, while ticks were implicated in 
56 per cent. Seasonal occurrence and site of lesion coincide 
with this conclusion. There is also reason to believe that the 
incidence of the disease is increasing and this may be in part 
due to the greater number of infected tick vectors. Many of 
the recently reported cases indicate satisfactory response to 
streptomycin with greatly lowered morbidity. The disease 
appears as a definite occupational hazard to those whose work 
requires them to remain in a tick-infested environment. 


Southern Surgeon, Atlanta, Ga. 
15:1-68 (Jan.) 1949 
Physiologic saa Following Vagotomy for Peptic Ulcer. 
Griswold.—p. 1. 
Treatment of Metastatic camer of Thyroid: Report of Unusual Cases. | 
W. Trevor and G, T. 5 De 
*Glycerin Osmotic tite in Peritonitis. E. D. Smith and R. W. Smith. 


R. A. 


—p. 18. 

Child and Infant Surgery. R. S. Widmeyer.—p, 29. 

Glycerin Osmotic Drainage in Peritonitis.——The Smiths 
present an evaluation of glycerin osmotherapy after using it in 
the treatment of peritonitis for over ten years. With localized 
soiling, as from a gangrenous gallbladder or appendix, a 
glycerin swabbing of the contaminated area and the insertion of 
a Kehrer cigaret drain, the gauze of which has been saturated 
with glycerin, is all that is needed. In diffuse peritonitis, with 
agglutination of intestinal loops and pocketing of pus, the loops 
of intestines are gently separated to permit aspiration of pus 
collections and free laving with glycerin. As much as 8 ounces 
of autoclaved glycerin U. S. P. is poured over the inflamed 
intestines and at least one osmotic drain is placed in the crater 
of the infection. Unlike normal peritoneum, an edematous wound 
is not irritated by full strength glycerin since fluids extracted 
from the tissues seem to dilute the glycerin. The authors present 
case reports to illustrate the possibilities of osmotherapy in 
patients with diffuse peritonitis. They stress that glycerin has 
several useful properties which make it suitable for intraperi- 
toneal use in the treatment of acute diffuse secondary peritonitis. 
Glycerin induces drainage from infected tissues. It has antiseptic 
and bactericidal action on the etiologic bacteria of peritonitis. 
it tends to restrict the formation of residual adhesions. Glycerin 
absorbed from the peritoneum has a protein-sparing action, 
reduces hypoglycemia and prevents formation of acetone bodies. 
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It causes an increase in leukocytes. Used in conjunction with 
a mechanical drain, it prevents the latter from adhering within 
the abdomen and avoids skin maceration and superficial infection 
usually associated with prolonged pus drainage. 


Surgery, St. Louis 
25:1-168 (Jan.) 1949. Partial Index 


*Influence of ne on Cancer of Breast. B. Brooks and J. N. 
Profitt.—-p 

Studies in v bclus of Clostridium Welchii. W. A. Altemeier and W. L. 
Furste.—p. 12. 

Further Experiments with Nonirritating Glove Powder. 
C. M. Lee Jr. and E. P. Lehman.—p. 20. 

*Comparison of Tissue Reaction to Tale and Modified Starch Glove 
Powder. R. W. Postlethwait, H, L. Howard and P. W. Schanher. 


E. M. Alrich, 


Method a Continuous Arterial Infusion: Bone Marrow and Blood Levels 
During Administration of Penicillin. S. S. Schneierson and L. Blum. 


30. 

Cardiocirculatory Disturbances During Intrathoracic Surgery. C. L. 
Burstein, T. L. Piazza, L. A. Kapp and E. A. Rovenstine.—p. 36. 
Foreign Body in Thyroid Following Perforation of Esophagus. E. E. 

Jemerin and J. S. Arnoff.—p. 52. 

Further Studies on Effect of Continuous Intragastric Infusion of Acid 
and Pepsin in Dogs. M. J. Fogelman, M. I. Grossman and A. C. 
Ivy.—p. 60. 

*New Method for Roentgenologic Study of Rectum. G. Levene.—p. 68. 

Diverticula of Vermiform Appendix. A. Saccone, V. W. A. Dilluvio 
and E. I. Zins.--p. 

Melano-Epithelioma of Anus and Rectum. 
Dockerty and C. F. Dixon.—p: 82. 

Evolution of Neurosurgery. A. W. Adson.—p. 91. 

*Use of Hyaluronidase with Local Anesthetic Poe in Nerve Block and 
Infiltration Anesthesia. C. K. Kirby, J. E. Eckenhoff and J. P. Looby. 
—p. 101. 

Blood Loss From Donor Sites in Skin Grafting Procedures. D. W. 
Robinson.—p. 105. 

Rupture of Left Pectoralis Major | ea E. J. 
Pulaski and G. W. Martin.—p. 110 

Kneeling Position for Operations on Lumbar — Especially for Pro- 
truded Intervertebral Disk. A, Ecker.—p. 112, 

Experimental Urinary Tract Obstruction Produced by Cellophane Sclero- 
sis: Report of Method. G. W. Duncan and W. E. Goodwin.—p. 113. 

Glomus Tumor Within Bone. W. Lehman and C. Kraissl.—p. 118. 
Pregnancy and Cancer of Breast.—Brooks and Profitt 

believe that although pregnancy exerts a decided influence on 
existing cancer in the mammary gland, it is not influential in 
the production of cancer in the gland. They investigated this 
problem on women who were operated on for cancer of the 
breast when they were less than 46 years old. They found 
no evidence that pregnancy plays a part in originating a cancer 
of the mammary giand, but there seems to be no doubt that 
pregnancy exerts a strong influence on a coexisting cancer 
of the breast. It increases the rapidity of its growth. The 
mechanism of this influence seems to be the same as that which 
causes the well known anatomic changes in the normal mam- 
mary gland during pregnancy. The advisability of the removal 
of the other breast simultaneously with or subsequent to radical 
operation for cancer of the breast depends on the likelihood 
that cancer may have already -xtended to the normal breast. 
It should be removed for the same reason that the contents 
of the axilla should be removed. This is of particular importance 
in instances in which a cancer arises in the medial hemisphere 
of the mammary gland, in some of which the primary neoplasm 
is nearer the other breast than to the axilla of the one diseased. 
Whether or not a patient during the childbearing age, operated 
on for cancer of the breast, is to be advised against pregnancy 
depends on the probability of the complete removal of all the 
neoplasm and the patient’s ability to understand and choose 
the amount of risk involved for diminishing an already short 
life expectancy if all the tumor is not removed. With residual 
cancer the life expectancy, already short, would be further 
shortened by pregnancy. 


Tissue Reaction to Talc and Starch Powder.—Postle- 
thwait and his co-workers point out that talc, when used as a 
lubricant for surgical gloves, is frequently implanted in the 
wound during operation and has been known to result in the 
development of adhesions and granulomas. Efforts have there- 
fore been made to find a substitute for talc. The authors 
describe animal experiments, which they carried out in order 
to compare tissue reactions to tale and to a starch powder 
that had been suggested by other investigators as a substitute 
for talc. Both materials were placed into the peritoneal, pleural, 
and pericardial cavities, and within muscles, tendons, joints, 
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and nerves of dogs. Whereas talc was found to produce 
granulomatous reactions, the starch powder when placed in the 
same tissues by similar technics is absorbed with little or no 
reaction. The authors suggest the starch powder as a satis- 
factory substitute for talc. 

New Method for Roentgenologic Study of Rectum.— 
Levene describes a new method for the roentgenologic study 
of the rectum. It consists of spraying a thin mist of barium 
sulfate suspension on the rectal mucosa. This technic is made 
possible by the development of new apparatus which allows 
spraying without building up internal pressure. The procedure 
is safe and is attended by no discomfort. This method of 
examination has revealed lesions of various types which were 
not demonstrated by routine barium enema. 

Use of Hyaluronidase with Local Anesthetic Agents.— 
According to Kirby and his co-workers the use of regional 
anesthesia has been limited because of the difficulty of depositing 
anesthetic solutions consistently along nerve trunks. Hyaluroni- 
dase, a mucolytic enzyme, is now generally conceded to be a 
spreading factor. The authors found that addition of 
hyaluronidase to local anesthetic agents injected subcutaneously 
increased the area of skin anesthesia but decreased the duration 
of anesthesia, apparently because of accelerated absorption. 
When epinephrine was added to local anesthetic agents the 
duration of anesthesia was approximately the same with and 
without hyaluronidase. In most instances epinephrine increased 
the spreading effect of hyaluronidase, probably by delaying 
absorption. Hyaluronidase may prove helpful in producing 
regional and infiltration anesthesia in surgical and dental 
patients. 

Virginia Medical Monthly, Richmond 
76:56-104 (Feb.) 1949 


Recent Advances in Antibiotic and Sulfonamide Therapy. H. F. Flippin 
and W. P. Boger.—p. 56 

Acute Respiratory Infections. H. C. Brownley.—p. 63. 

—s and Treatment of Pareses of Obliques. 
—p. 

Medical yer of Atomic Bomb. W. B. Looney.—p. 73. 

Ano-Rectal Disease: Incidence in 300 Males of Military Age with 
Particular Reference to Polyposis. F. R. Whitehouse.—p. 76. 

Effect of Moon on Childbirth. A. G. Schnurman.—p. 78. 

Pre-Occupation with Painful Memories as Basis for Neurosis and 
Physical Illness. J. T. Ransone.—p. 79. 

Congenital Tuberculosis: Case Report. McL. Birdsong and C. S. 
L’Engle Jr.—p. 83. 

W. H. Higgins. 


Professional Responsibility in Control of Cancer. 
—p. 86. 
Factors in Pregnancy Affecting Newborn. F, N. Mullen Jr.—p. 8&8. 


W. P. McGuire. 


West Virginia Medical Journal, Charleston 
45:1-34 (Jan.) 1949 


Evaluation of Antiseptic Drugs and Antibiotics in Treatment of Infec- 
tions of Urinary Tract. A. I. Dodson.—p. 


Cancer of Breast. T. P. Mantz, E, Squire, J. R. Hunter and W. 


Putschar.—p. 6. 
Pediatric Ophthalmology. M. W. McGehee.—p. 11. 
Treatment of Compression Fractures of Dorsal and Lumbar Spine. 

H. A. Swart.—p. 17. 

“Boxing and Intracranial Injuries. J. D. Romino.—p. 19. 

Boxing and Intracranial Injuries.—Romino says that with 
the present increase in ring accidents closer study of participants 
must be made in order to determine the fitness factor. He sug- 
gests that boxers should be licensed. Before a license is granted, 
he should undergo a physical examination. This license should 
be renewed each year. A boxer should have a medical record 
of each fight and present this to the commissioner at the time 
of renewal of his license. The license should be shown to the 
doctor and a physical examination must be made before each 
fight. A fighter who has been knocked out should not be 
permitted to fight for three months. No fighter whose blood 
pressure is more than twenty points above normal for his age 
group should be permitted to fight because, in addition to the 
danger of serious intracranial injuries, it is likely that fighters 
whose blood pressures are elevated receive, in the course of a 
bout, numerous petechial hemorrhages which sooner or later 
result in a “punch drunk has-been.” Each fighter should present 
the doctor with a signed affidavit from his manager, stating 
that he has undergone sufficient training. The managers should 
see that their boxers are evenly matched. 
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Book Notices 


The Modern Management of Gastric and Duodenal Ulcer. Edited by 
F. Croxon Deller, M.D., M.R.C.P. Cloth. Price, $5.50. Pp. 227, with 57 
illustrations. Williams & Wilkins Co., Mt. Royal & Guilford Aves., 
Baltimore 2, 1948. 

As stated in the prologue, this book gives the points of view 
of the various contributors on the modern management of 
gastric and duodenal ulcer, in an attempt to present to general 
practitioners and surgeons a balanced, educative account of 
the modern trends in diagnosis and treatment of these two 
extremely common diseases. The work is practical and based 
on clinical experience rather than on scientific argument for 
the reasoning and advice. Important phases of anatomy, 
physiology, pathology and pathogenesis are adequately discussed. 
Each section dealing with these fundamental phases of any 
study of organic disease, the methods of the sections on clinical 
and laboratory examinations, and the operative procedures are 
weil written and contain the essential features which every 
doctor dealing with such patients should know thoroughly. 
The material presented is up to date, and, although much of 
the material presented is not unknown, it is sound and the 
advice and inferences given are sound. The book can be recom- 
mended for medical students, general practitioners and sur- 
geons alike. 


How to Live Longer. By Justus J. Schifferes. With a foreword by 
Ralph F. Sikes, M.D. Cloth. Price, $3. Pp. 255. E. P. Dutton & Co., 
300 Fourth Ave., New York 10, 1949. 

This book for the layman places emphasis on the individual’s 
responsibility for his own health and consequently for the health 
of the nation. It attempts to replace ignorance, neglect and 
indifference, termed the elements of involuntary suicide, with 
sound knowledge and sensible attitudes. Gains made in the 
last fifty years by medicine and public health are used to 
indicate the further strides that could be made in prolonging 
life if the facts of preventive and therapeutic medicine could 
be put to work through health education of the public. 

The ten leading causes of death are analyzed and methods 
of outwitting these killers are suggested. The usual course 
of the various diseases is discussed and “danger signals” noted. 
Principal attention is given to stressing the importance of 
early medical treatment and advice when such signs manifest 
themselves. 

The author avoids overemphasis on fear and altogether pre- 
sents a hopeful picture, in fact one which some may consider 
overoptimistic, for those who intelligently use available health 
resources. The style is stimulating, and the text informative. 
A bibliography and a list of agencies concerned with specific 
health problems provide extensive fields of exploration for 
those with a special interest in health education. 


The National Formulary 1949. [Compiled by the Joint Formulary Com- 
mittee of the British Medical Association and the Pharmaceutical Society 
of Great Britain.] Boards. Price, 2s.6d. Pp. 128. The British Medi- 
cal Association, Tavistock Sq., London, W.C.1; The Pharmaceutical 
Press, 17 Bloomsbury Sq., London, W.C.1, [1949]. 

This booklet is prepared by the Joint Formulary Committee, 
which represents the medical and pharmaceutic professions in 
England, and is intended to provide “a volume of convenient 
size which may be carried in the pocket or kept ready at hand 
by the practitioner and pharmacist. Information which may 
more appropriately be obtained from textbooks or works of 
reference is omitted.” The committee’s objective to provide a 
volume of convenient size has been achieved. Unfortunately, 
brevity has caused a sacrifice of information that might be 
desirable to many physicians. On the other hand, the book 
provides for the Britisher useful information on characteristic 
properties of some commonly used drugs, pfeparations subject 
to the requirements of the Dangerous Drugs Act and Regula- 
tions and the composition of many substances used by the 
medical profession in England. The book will have little value 
to the American physician except when the physician may wish 
to learn the identity of a proprietary remedysused in England; 
the booklet contains an appendix listing proprietary or trade 
names and the drugs or preparations which are substantially 
identical. 
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Your Coughs, Colds and Wheezes. 
Cloth. Price, $2.95. Pp. 277. 
York 17, 1949. 


By Joseph D. Wassersug, M.D. 
Wilfred Funk, Inc., 227 E. 44th St., New 


Here is a refreshingly frank approach to these widespread 
health problems, and at the same time a realistic acceptance of 
the fact that medicine is stil! far from their solution. The book 
conducts the reader through the territory of practical realities, 
pausing at each signpost to weigh new theories or developments 
with complete impartiality, accepting only those measures that 
have been found truly helpful and explaining in practical lan- 
guage the faults or omissions of certain procedures that may 
have received exaggerated recommendations temporarily. At the 
same time a completely hopeless or defeatist attitude is avoided. 

Specific respiratory afflictions, including colds, influenza, 
pneumonia, tuberculosis, lung cysts and other growths, are con- 
sidered in individual chapters, with emphasis in each on preven- 
tion and treatment. Of great practical value is a special chapter 
titled “Your Job May Be Dangerous,” presenting data that 
many physicians will find helpful when discussing specific prob- 
lems with patients. In addition to consideration of harmful 
effects from various types of dusts, subjects such as dampness, 
chilling and practical measures for control of dust are included. 
Two chapters on asthma serve to rationalize thinking of the 
average person on this frequently misunderstood medical 
problem. 

In the final chapter is considered the much discussed but 
rarely identified “cigaret cough,” followed by presentation of 
several case histories of persons whose casually dismissed cig- 
aret cough was found to be caused by something far more 
serious. 

Reader interest is further stimulated by the inclusion at the 
end of each chapter of a brief test in which one checks state- 
ments as true or false or selects the correct answer from three 
suggested. 


Blood Clotting and Allied Problems. Edited by Joseph E. Flynn. Trans- 
actions of the First Conference, February 16-17, 1948, New York. Loose- 
Leaf. Paper. Price, $3.25. Pp. 179, with 26 illustrations. Josiah Macy, 
Jr. Foundation, 565 Park Ave., New York 21, [n. d.]. 

On Feb. 16-17, 1948, sixteen workers in coagulation under the 
sponsorship of the Josiah Macy Jr. Foundation gathered in New 
York to discuss blood clotting. One of their members read the 
well known poem, “The Blind Men and the Elephant.” It is 
likely that, like the six men of Indostan, sixteen coagulationists 
returned to their homes still firmly adhering to their own fixed 
concepts of the coagulation elephant. 

Although the book, as is to be expected, fails to furnish a 
cvordinated picture of coagulation integrated with problems of 
hemostasis, several presentations, notably Jaques’ paper, “Blood 
Clotting and Hemostasis,’ and Brinkhous’ “Initiation and 
Acceleration Factors in Thrembosis,” include much pertinent 
information drawn from past and present researches. 

The chemists dominated the conference. A scholarly essay on 
the chemistry and physical chemistry of fibrinogen is given by 
Dr. Edsall. Many of his data are drawn from work done in his 
own laboratory. Drs. Seegers and Ware discuss the activation 
of prothrombin. By an interesting bit of scientific juggling they 
attempt to reconcile the former claim of Mertz, Seegers and 
Smith that the reaction between thromboplastin and prothrombin 
is stoichiometric with their present theory that thromboplastin 
acts catalytically. They discuss their Ac-Globulin in detail with- 
out, however, making much effort to correlate their work with 
that of other investigators who studied this factor at a time 
when they still vehemently denied its existence. The paper of 
Dr. Tage Astrup on “Fibrinolytic Enzymes” stresses the present 
confusion concerning nomenclature and prompted the appoint- 
ment of a committee to decide on names. They agreed that both 
plasmin and fibrinolysin: are proper terms for the fibrin-lytic 
enzyme. 

Under the heading of “Value of Prothrombin Determina- 
tions,” Drs. Wright, Brambel, Olwin, Quick and Smith discussed 
various phases of the problem. Dr. Olwin presents the relative 
advantages and disadvantages of the one and two stage methods 


applied to dicumarol® hypoprothrombinemia. _ Dr: - Quick 
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at Dr. Quick, but appears to have difficulty justifying his claim 
that methyl xanthines cause hyperprothr An appen- 
dix giving the prothrombin determination technic as done in 
various laboratories is included. 


Allergy to Cottonseed and Other Oil-Seeds and Their Edible Derivatives. 
Excerpts from Testimony before the Administrator, Federal Security 
Agency in the Matter of Fixing and Establishing Definitions and Stan- 
dards of Identity for Mayonnaise, French Dressing, and Related Salad 
Dressings (Docket FDC-51). Public Hearings Held at Washington, D. C., 
November 18, 1947, and January 6 to 8, 1948. Cloth. Pp. 275. National 
Cottonseed Products Association, Inc., Sterick Bldg., Memphis 3, Tenn., 
1948. 

The title for this book describes it briefly and well. As stated 
in the preface, it was published for the limited distribution to 
the “medical, scientific and scholarly libraries of the United 
States.” It is an excellent contribution whose value is restricted 
to allergists who are interested in the subject of sensitivity to 
edible oils. The testimony was taken from six well known aller- 
gists and two technicians in the edible oil industry. The evidence 
given is not limited to the experience and opinions of the six 
specialists regarding the frequency and likelihood of allergy 
symptoms resulting from ingestion of edible oils. In addition, a 
critical evaluation of the literature on the subject is brought out 
through the answers to various questions. Two of the six aller- 
gists stated that allergy symptoms resulting from ingestion of 
edible oils were not uncommon, while the other four stated that 
their active search for patients was fruitless. 

The detailed evidence submitted by these latter four specialists 
indicates that allergy to cottonseed oil is unlikely even in 
patients who are proved to be sensitive to cottonseed protein. 
In addition, the evidence of the two technicians engaged in the 
field of edible oils indicates that under present conditions of oil 
extraction, oil shipment in tank cars and the use of the same 
pumps and pipes for various types of edible oils in refining, there 
is no practical way of preventing admixture of small amounts of 
other edible oils in cottonseed oil. 


An Introduction to Gastro-Enterology. By Walter C. Alvarez, Pro- 
fessor of Medicine, University of Minnesota, Rochester, Minnesota. 
Fourth edition. Cloth. Price, $12.50. Pp. 903, with 269 illustrations. 
Paul B. Hoeber, Inc., Medical Book Department of Harper & Brothers, 
49 E, 33rd St., New York 16, 1948. 

The fourth edition of “An Introduction to Gastro-Enterology” 
is actually the fourth revision of Doctor Alvarez’s book initially 
published as “The Mechanics of the Digestive cal over 
twenty-five years ago. 

As indicated by the title, this splendid work presents the 
dynamics of gastrointestinal function, normal and pathologic, 
written in the stimulating Alvarez style—clear, interesting and 
readable. The value to the reader lies in the fact that the 
elucidation of gastrointestinal symptomatology begins with a 
description of the basic physiology of gastrointestinal function, 
and from this point the reader is led in logical manner through 
the development of the pathologic physiology to an explanation 
of the clinical picture based on previously described facts. 

The discussion of gastrointestinal motility and its relation to 
gastrointestinal symptoms such as nausea, vomiting, hunger, 
pain and constipation, found in this text, is the most detailed 
and complete account available on the subject. 

In essence, the entire book concerns itself with normal and 
abnormal dynamics. There is no classified discussion of gastro- 
intestinal disease as such, nor any but a cursory discussion of 
secretory activity. The bibliography is excellent and valuable 
in itself. 


American Standard Practice for School Lighting. Sponsors: Illum- 
inating Engineering Society, American Institute of Architects. Approved 
September 20, 1948, American Standards Association, Incorporated. Paper. 
Price, 50 cents. Pp. 79, with illustrations. Illuminating Engineering 
Society, 51 Madison Ave., New York 10, 1948. 

This is a monograph on school lighting, giving complete details 
from the engineering point of view. It should be of interest 
not only to school architects and engineers but to physicians 
having to do with the eyes of school children or being called 
in an advisory capacity to school boards or school health services. 


NOTICES 


A. M. A. 
une 18, 1949 


Selected Works of Henry Clapp Sherman, Mitchill Professor Emeritus 
of Chemistry, Columbia University, New York. [Reprints.] Cloth. Price, 
$5. Pp. 1056, with illustrations. The Macmillan Company, 60 Fifth 
Ave., New York 11, 1948. 

This book is a tribute to a great and inspiring teacher and to 
a great research worker who continues to contribute importantly 
to the world’s knowledge of nutrition. It consists of over one 
hundred reprintings of original articles by Dr. Sherman pub- 
lished from 1895 to the present. Most of the papers included 
are reports of original research, while a few are addresses and 
reviews. Also included are biographic notes and a complete list 
of Dr. Sherman’s papers and books. All this material was 
assembled by a committee of students and co-workers from 
Columbia University, who express their appreciation of Dr. 
Sherman as a teacher and associate in a foreword. 

In a section entitled “Looking Forward in Nutrition,” which 
was written especially for this volume, Dr. Sherman states that 
even though further research will add much to our knowledge 
of nutrition the application of our present knowledge could 
result in a vast nutritional improvement of man. 

This book is an excellent résumé of the progress in nutrition 
during the first half of the twentieth century—the period of 
greatest advance in nutrition knowledge in the world’s recorded 
history. It will probably appeal more to the nutrition specialist 
and research worker than to the student or dietitian. 


Histologie und mikroskopische Anatomie des Menschen mit Beriick- 
sichtigung der Histophysiologie und der mikroskopischen Diagnostik. Von 
Prof. Dr. Med, Otto Bucher, Leiter des Laboratoriums fiir experimentelle 
Histologie und Erster Prosektor am Anatomischen Institut der Universitat 
Ziirich. Band V. Sammlung medizinischer Lehr- und Handbiicher fiir 
Arzte und Studierende. Boards. Price, 59.50 Swiss francs. Pp. 467, 
with 376 illustrations. Hans Huber, Marktgasse 9, Bern 16; distributed 
by Grune & Stratton, Inc., 381 4th Ave., New York 16, 1948. 

This new textbook of histology from Switzerland is in Ger- 
man. Its avowed purpose is to help medical students pass their 
examinations and to prepare them for their work in pathology 
and the clinics. To these ends the subject is presented in simple, 
didactic form embellished with numerous tables and graphs. 
As the title promises, considerable emphasis is placed on the 
sections dealing with the differential diagnosis of the various 
tissues and organs. In this essentially simple morphologic pre- 
sentation, discussions of most of the unsettled problems of his- 
tology and histophysiology receive scant attention. The three 
pages devoted to the submicroscopic organization of the cell 
do not contribute much to an understanding of the complex 
problems touched on. The illustrations are almost entirely 
original ones prepared by the author and a number of students 
and artists. On the whole, the black and white ones are not 
particulariy good with regard to cellular detail. There are, 
however, a number of excellent colored figures. 

According to the preface the lack of histology texts in Ger- 
man motivated the writing of this one. It seems that the 
present contribution falls below the level set in former years 
by the Stohr-von Mollendorff, the Schaffer and the Petersen 
textbooks. As it is taught in American medical schools, his- 
tology is concerning itself progressively with functional and 
chemical interpretations of structure. This point of view is con- 
spicuously absent in the present text. Those students who 
prefer ready-made outlines and ‘summaries might relish parts 
of this book if it were in English. 


Food Products. By Henry C. Sherman, Ph.D., Sc.D. Fourth edition. 
Cloth. Price, $4.80. Pp. 428, with 20 illustrations. The Macmillan 
Company, 60 Fifth Ave., New York 11, 1948. 

The present edition is the first revision of this well known 
text since 1933. As in the previous edition, food products are 
discussed from the standpoint of (1) production and marketing ; 
(2) sanitation, inspection and standards of purity or of conven- 
tional market grade; (3) general composition, mineral content 
and vitamin values, and (4) special characteristics, digestibility, 
nutritive value and place in the diet. 

Special attention has been given to a carefully studied revision 
of the tabulations of the amounts of individual amino acids in 
the different food proteins and to the lists of suggested readings 


4 
1 
1945 


Votume 140 BOOK 


NuMBER 7 


at the end of each chapter. While rather elementary for the 
physician, this book has long been a college textbook and a 
valuable reference for beginning studies of foods and nutrition. 


Engineering the New Age. By John J. O'Neill. 
Pp. 320. 

Science and engineering, twin giant forces, are lacking in 
social consciousness, at least in their organized aspects, O’ Neil 
believes, and development of that is vital to cultural progress. 
It is vital because only through such a new attitude can recon- 
struction of “man’s terrestrial homestead” to harmonize with 
changed needs and ideals be accomplished. With that premise, 
the author proceeds to orient the reader on Nature’s basic design 
and how Nature actually has always proved to be an ultra- 
scientific engineer. Chapters on “The Master Designer” and 
“The Pulsing Ball We Call the Earth” present this graphically. 

Man’s fumbling attempts to take over are described in a 
section devoted to consideration of primitive civilizations, the 
phenomena of rivers and their rise and fall, and the construction 
of early cities after the brick, the “module of the structural 
art,” was developed. After sections on the “personality” of 
the modern world, in which a design for life is suggested, and 
re-creation of our cities, which O’Neill translates as “curing 
urban ulcers,” there is presented a program by which the engi- 
neers can elevate their social as well as professional aims. There 
is reproduced a credo, headed “Faith of the Engineer,” which 
O’Neil considers as perhaps as basic as the Hippocratic oath. 
The book is both stimulating and encouraging. It shows that 
even though civilization slips and falters the net is always a 
little more on the plus side. O’Neil believes this progress will 
be accelerated if engineers will accept their responsibilities as 
world builders. 


Cloth. Price, $3.50. 
Ives Washburn, Inc., 29 West 57th St., New York 19, 1949. 


A Program for the Nursing Profession. By the Committee on the 
Function of Nursing (Division of Nursing Education, Teachers College, 
Columbia University). Chairman: Eli Ginzberg, Ph.D., Associate Pro- 
fessor of Economics, School of Business, Columbia University. Cloth. 
Price, $2. Pp. 108. Th® Macmillan Company, 60 Fifth Ave., New York 
11, 1948. 

In 1948 three major studies were completed in relation to the 
nursing field, one by the Committee on Nursing of the American 
Medical Association, one under the sponsorship of the National 
Nursing Council and one by the Committee on the Function of 
Nursing. As all of these make valuable contributions to future 
planning, they should be carefully analyzed and correlated by 
all who are interested in the continued advancement of the 
nursing profession along such lines as will insure an adequate 
supply of nursing service in accordance with total needs. 

The report of the Committee on the Function of Nursing is 
presented in seven chapters describing the plan of study, esti- 
mated requirements and recruitment factors, specialization of 
functions, educational methods, the integration of nursing per- 
sonnel in the health team, economic aspects and incentives and, 
finally, a summary of findings, conclusions and recommendations. 
There has also been appended a selective bibliography which 
gives to the reader convenient access to the reference material 
freely utilized by the committee. 

The recommendations of the committee are related chiefly to 
the classification of nursing personnel, the clarification of the 
duties of the health team, methods of education of the proposed 
professional and practical nursing groups, the estimated needs 
of nursing personnel, economic factors and research in clinical, 
administrative and educational fields. It is also of interest to 
note that in the opinion of the committee the major difficulties 
which now confront the nursing field can only be solved by “a 
radical break with the past.” 


Hasidism. By Martin Buber. Cloth. Price $3.75. Pp. 208. Philosoph- 
ical Library, Inc., 15 E. 40th St., New York 16, 1948. 

Hasidism is a religious philosophy which originated among 
the Jews of Russia. The author, a distinguished Hebrew his- 
torian, presents in this volume the results of a lifetime of study 
on this colorful religious movement which centered about the 
common man who sought a way of life. The author believes 
that the philosophy of Hasidism should be of interest not only 
to its followers but to the rest of the world. 


NOTICES 


655 


Sex and You. By LeMon Clark, M.S., M.D. Cloth. Price, $2.75. Pp. 
203. Bobbs-Merrill Company, 724 N. Meridian St., Indianapolis 17; 
468 4th Ave., New York 16, 1949. 

Many books are being written on the subject of sex. Some 
of them are excellent, others are worthless and some are defi- 
nitely vicious. This book is one of the very best. It does not 
get lost in giving a great many of the details regarding sex 
and the sex act, but strikes boldly toward the goal of an under- 
lying philosophy of life and sex. In the interpretation of these 
complex phenomena the author has done a good job, indeed. 
Too many persons simply cannot see the woods for the trees. 
They know a great many facts, and their information is 
authentic point for point, but they do not have a wholesome 
philosophy to tie the whole matter together. Dr. Clark has 
given us an excellent opportunity to develop a sound attitude 
toward sex and life and therefore has made an extremely 
important contribution to a subject which is in great need of 
being understood as a whole. This book can be strongly recom- 
mended to persons contemplating marriage and to those who 
are already married and yet may feel that they are not succeed- 
ing to the fullest possible extent. As*indeed, who has? It will 
give a new slant to the whole subject for many persons and 
should be widely circulated. It is beautifully written, thoroughly 
balanced and correct in the views expressed. 


You and Others. By Helen Shacter, Ph.D., and W. W. Bauer, M.D. 
Illustrated by Guy Parker, Felix Traugott, and Clara Ernst. Health and 
Personal Development Series. Cloth. Price, $1.56. Pp. 288, with illus- 
trations. Scott, Foresman and Co., 433 E. Erie St., Chicago 11, 1948. 

This is the sixth grade book of the new health, safety and 
personal development series. The book presents basic informa- 
tion about the body and how it works and grows, the essentials 
of good nutrition and good posture, and the effect of emotions 
on the body’s functioning. Methods of promoting sound health 
and safe living are considered in detail and common problems 
faced by preadolescents in learning how to understand them- 
selves and others are given substantial attention. 

A group of child characters, their parents and their teachers 
are used throughout the book to point up the variance in 
health problems and needs among children at this age level. 
Incidents and anecdotes developed around the experiences of 
these fictional characters should closely touch the life of the 
pupils who use the book. The titles of the four units, “You 
and Your Friends,” “You and Your Family,” “You and Your 
School” and “You and Your Community,” are indicative of 
how the health implications of daily living are tied in with 
the interests of the child. An additional factor in motivation 
will be found in the appealing cartoons interspersed among 
line drawings and colored pictures. “Things to Do” or sug- 
gested activities in connection with each of the units should 
serve as a springboard for the development of projects in 
personal, school and community health. 

Physicians need not hesitate to recommend this book as 
a resource in the development of a functional health education 
program in the schools. 


Cytologie sanguine: Normale et pathologique. Par M. Bessis, direc- 
teur du Laboratoire de recherches du Centre national de transfusion 
sanguine. Préface de A. Tzanck. Paper. Price, 1500 francs. Pp. 298, 
with 247 illustrations, Masson & Cie, 120 Boulevard Saint-Germain, 
Paris 6°, 1948. 

This is an excellent book on the cells of the blood and hemo- 
poietic organs. Of the modern textbooks of hematology there 
are but few covering this field exclusively, the outstanding 
predecessor being the four volume Handbook of Downey. There 
is a chapter on technic, followed by nine chapters on each type 
of blood cell or its precursor. A minute description of the 
appearance of each cell in the fresh or stained preparations is 
given. The black and white drawings and photographs are 
unusually good, bringing out points that one has often wished 
to find in pictures. The colored plates, representing cells stained 
with May-Griinwald-Giemsa stain, while beautifully clear, differ 
enough from the colors which American technicians are used 
to, after the Wright technic, to make the recognition and classi- 
fication of some of the cells somewhat difficult. A table of con- 
tents and a glossary are given, but no index. This book is a 
valuable and desirable addition to the books on hematology and 
should be very useful in clarifying nomenclature. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES, THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED, EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST, 


STATISTICS ON POLIOMYELITIS 


To the Editor:—1. What percentage of the population of the United States 
at one time or another suffer from poliomyelitis in any degree of sever- 
ity? 2. What percentage of these cases are of such severity as to require 
medical attention? 3. What percentage of cases of poliomyelitis actually 
require an iron lung? 4. What percentage of the patients in these cases 
which require treatment in an iron lung actually survive? 5. What is 
the consensus regarding value of an iron lung as compared with its esti- 
mated value eight or ten years ago? M.D., Indiana. 


ANSWER :—1. In the Communicable Disease Study, a house 
to house canvass which was made in twenty-eight cities in 1936, 
attacks of infantile paralysis at any time since birth were 
recorded for all persons under 25 years at the time of the survey. 
It was found that of 174,850 persons covered by the survey 897 
had had attacks of poliomyelitis, or 5.1 per thousand persons, 
and 2.4 per thousand under 25 had suffered attacks from which 
there were residual effects. 

2. It can be assumed today that all cases of poliomyelitis 
reported as such to state health departments are seen at least 
once by a physician. It can also be assumed that there still 
remain a number of cases of mild paralytic poliomyelitis that 
are not recognized during the acute stage, are not reported to 
state health departments and deformities from which are sub- 
sequently discovered .on preschool or school examination. 

3. The percentage of cases of poliomyelitis requiring use of 
the respirator will vary from epidemic year to epidemic year 
and will also vary in the same epidemic year in different areas. 
This may be due to variations in the virulence of the strain of 
the virus causing the disease, as well as the degree of immunity 
of the patient at the time of contact with the virus. During 
1948 respiratory paralysis was unusually high in the epidemics 
occurring in North Carolina and California. 

4. Comprehensive surveys have not been made of the mor- 
tality rates of respirator cases probably because of the vague- 
ness of the term “respirator cases.” The difficulty seems to be 
in determining what a respirator case is. Does it depend on 
the type of involvement, or does it depend on the length of 
time the patient is placed in a respirator, which may vary? 

In the 1946 Minnesota epidemic, the Minneapolis General 
Hospital submitted figures which showed that it had handled 
a total of 35 respirator cases. Included in those 35 cases were 
13 of the spinal, 12 of the bulbospinal and 10 of the bulbar type. 
In these 35 respirator cases there was a 62.8 per cent mortality 
rate. 

University Hospitals reported total respirator cases 31, of 
which 17 were spinal, 9 bulbospinal and 5 bulbar in type. Of 
this group of 31 cases, they reported a mortality of 35.5 per 
cent. But it is difficult to say how statistically accurate these 
figures are, for both institutions also reported a series of cases 
termed respirator plus tracheotomy, in which the mortality 
rates were much higher. Just how to determine which were 
true respirator cases and those which were not is difficult to 
say. Evidently the respirator plus tracheotomy series repre- 
sented cases which were actually not true respirator cases, but 
in which the respirator was used perhaps as a last resort. It 
seems to be difficult to determine on the basis of studies avail- 
able the exact mortality rate in “respirator cases.” 

5. During the Minnesota epidemic of 1946 and the California 
epidemic of 1948 (Los Angeles) there was opportunity for 
intensive study of respiratory and bulbar poliomyelitis. These 
studies have resulted in a better understanding of the value of 
the respirator in treatment of these types of poliomyelitis. We 
recognize today that the use of the respirator in certain 
types of bulbar poliomyelitis is actually contraindicated. Finally, 
the respirator is being used much more effectively than ‘t 
was eight or ten years ago. Better indications for its use, 
improvements in the respirator and the development of new 
therapeutic technics have, during the last decade, resulted in a 
lower mortality in bulborespiratory paralysis. 


MINOR NOTES 


j A. M. A. 
une 18, 1949 


TREATMENT OF DUODENAL ULCER 


To the Editor:—1. What is the latest accepted treatment for uncomplicated 
duodenal ulcer; bleeding ulcer? 2. In what way does roughage such as 
vegetable pulp affect the ulcer? Why should one puree foods? 3. In what 
way does the eating of meats affect ulcer? Should they be scraped 
before eating? 4. What foods are low acid producing? 5. What are the 
chances of complete cure? 6. How does alcohol affect an ulcer? 
7. Should a patient with ulcer be on a high protein diet? 


P. Lancione, M.D., Bellaire, Ohio. 


ANSWER.—l. (a) many methods have been accepted as logical 
approach for duodenal ulcer. If peptic ulcer is the result of 
abnormal function in the stomach or duodenum, or both, 
attempts at restoration to normal would be important. 

The reports on simple vagotomy, with or without other 
operative procedures on the stomach, are convincing. A phar- 
macologic method can be instituted which would simulate this 
surgical approach. 

Long before this specific surgical approach appeared it was 
known that partial paralysis of the vagus nerves could be 
accomplished with atropine sulfate. The vagus nerves must 
be so paralyzed twenty-four hours of the day. This can be 
accomplished by giving this drug three times a day at meals 
and at bedtime. One can block out emotional stimuli over the 
vagus nerves by this method almost as completely as with a 
section of the vagi. In some patients with peptic ulcer, if the 
emotional stimuli are overwhelming, it may be impossible to 
paralyze these nerves to a degree consistent with normalization 
of function. 

If inhibitory influences of the cortex on the hypothalamic 
region of the brain prevent emotional stimuli from being exterior- 
ized, then attempts should be made to break down this so-called 
physiologic block. This can be accomplished with barbiturates 
in patients who seem to respond. However, there are some 
in whom barbiturates do not produce emotional quiescence. This 
is particularly true in many who have free-flowing “anxiety” 
and are always voluble. In this small group, chloral hydrate, 
which will quiet not only the cortex, but also the hypothalamus 
—should be substituted for the barbiturates. For therapeutic 
purposes, the chloral hydrate can be masked in a convenient 
vehicle. Whether it be barbiturates or chloral hydrate, the 
drug should be given around the clock. 

There is increasing clinical evidence that the pain which 
starts one to three hours after eating frequently appears in the 
early morning hours and may be related to a lowering of the 
blood sugar level. This relative hypoglycemia may produce 
increased stimulation of the vagus nerves, which in turn aggra- 
vate and magnify the abnormal function in stomach and duo- 
denum. While there are not any adequate reports on blood 
sugar in patients at the height of the pain, the conclusion is justi- 
fiable if one is to interpret the Hollander (intravenous crystal- 
line insulin) test and its influence on blood sugar, and increased 
acidity in the stomach. Therefore patients who have an uncom- 
plicated duodenal ulcer should be fed at least six times a day. 
The following diet is given as a logical approach to this phase 
of the problem (ambulatory ulcer) : 

Avoid: 

Coffee, tea, alcohol in all forms, tobacco. 

Fried foods, greasy canned fish, i, e., sardines, smoked fish. 

Raw fruits and vegetables. 

Whole grain cereals and breads. 

Spices and condiments—i. e., pepper, mustard, chili sauce, ete. 

Meat, including poultry; meat stock soups. 

Sugar, pie, cake, candy, jelly, honey, syrup, ice cream. 

Take (take only things listed below—nothing else) : 

Butter as desired. 

Enriched cream of wheat, farina, corn meal, cream of rice; strained 
oatmeal and Pettijohn’s; puffed rice, rice Krispies; rice, noodles, 
macaroni, spaghetti; all plainly cooked without spiced sauces. 

Enriched white bread, toasted; white crackers, melba toast, holland 
rusk, zwieback. 

Vegetable milk soups, made with puréed vegetables. No meat stock 


soups. 

Lean fresh water fish, broiled, boiled, or baked; whitefish, perch, 
pike, trout or ‘bass. 

Cottage or cream cheese in moderate portions. 

One or two eggs daily, soft boiled, poached, 
over water. 

All vegetables are to be thoroughly strained as baby foods; use no 
vegetables with seeds or tough fibers. 

All fruits to be thoroughly strained as baby foods, except canned 

ach and pear which may be taken whole; fresh strained orange 

juice daily; use no berries or syrup of the canned fruit. 

Mashed, baked, boiled potatoes, without skins, are permissible. 

Baked custard, simple puddings and _ jello. ; 

Milk, buttermilk (if desired), breakfast cocoa, Ovaltine, cream. 

Regular, not iodized salt. see 

Sugarless sweetener or saccharine instead of sugar. 

Bedtime nourishment is important, 


shirred or scrambled 


Free sugar is omitted from this diet because the rapid absorp- 
tion of sugar has a tendency to produce a secondary hypugly- 
cemic reaction in susceptible patients. This negates the high 
level of blood sugar that one attempts to produce. 
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Peptic ulcer is relatively uncommon in diabetic patients under 
40 years of age. This evidence adds weight to the hypoglycemic 
phase of ulcer distress. 

1. (b) The treatment of bleeding ulcer—unless a patient is 
vomiting—begins with milk and cream every two hours, from 
8 a.m. to 8 p.m. The same pharmacologic approach as written 
under 1. (a) is utilized except that the medication, as far as 
atropine and barbiturates are concerned, may have to be tem- 
porarily given hypoderinically. 

The intestinal phase of gastric secretion can be buffered again 
by the aluminum salts one-half hour and one hour after eating. 
As the clinical picture improves, additions to the diet, with 
adequate attention to the vitamin intake, can be instituted. The 
blood picture should be carefully and repeatedly studied to note 
the improvement of the patient. The prothrombin, bleeding and 
coagulation time should be frequently checked, because deviations 
from normal would prolong bleeding. One can — institute 
measures to bring these back within normal ran 

The question concerns uncomplicated bleeding ae and the 
patient is not vomiting. Blood transfusions have time-honored 
indications. Toward the end of the first week the patient should 
be fairly well able to approach the diet and the medical manage- 
ment previously described. 


2. Roughage such as vegetable pulp affects the peptic ulcer 
patient by removing the mucous protection in the ulcer bed and 
allows peptic digestion to go unhampered. When adequate 
amounts of mucus cover the duodenal or gastric mucosa, and 
not too much lysozyme is present, digestion of this mucosa can- 
not take place. For these reasons puréed foods are definitely 
indicated. 


3. A patient with peptic ulcer has a hyperirritabie parietal 
cell which will secrete acid on the least provocation—from nerve 
impulse, secretagogues or hormones—which will produce an 
increased acid response. Since the digestion of meat produces 
secretagogues, these in turn will more easily stimulate a hyper- 
irritable parietal cell and produce increased acid. Scraped 
meats are preferable to masticated meats in that scraped meats 
are more easily buffered by acidity and will leave the stomach 
much earlier than the lumps of meat which the patient usually 
swallows. When the meat leaves the stomach sooner, there is 
less chance for secretagogues to remain in the a juice. 

The recent so-called cures for peptic ulcer, be they hog’s duo- 
denum by mouth or injection of enterogastrone, do not justify 
optimism at present. The best clinical experimental evidence 
for therapy is found in the reports of the work on vagotomy. 

4. Fruits—except cranberries, plums and prunes—vegetables 
and milk are low acid producing. 


5. A patient with peptic ulcer can be completely cured if the 
ulcer has not penetrated too deeply into the muscularis and has 
not produced an accessory pocket with a pseudodiverticulum. 
Deep-seated emotional factors which will not, by themselves, 
come to the surface under the influence of diet and drugs will 
also lessen the possibility for permanent cure. If the latter is 
true, then there is a definite indication for surgical intervention 
in some of these patients even though the ulcer itself is uncom- 
plicated. Recurrence of symptoms in a patient with peptic ulcer 
who is under management as outlined is directly attributable to 
some emotional upset which produces stimulation that is not 
blocked by the atropine sulfate. 

6. Alcohol affects a patient with peptic ulcer in that (1) it 
increases the acidity; (2) it prevents the patient from taking an 
adequate diet; (3) avitaminosis may develop because of the 
restricted diet, and (4) it may affect the liver, which in turn 
will disturb the physiology of the body and will prevent a 
normalizing of the psychologic balance in the individual. 

7. A patient with ulcer does not necessarily have to be on a 
high prote’n diet. His intake of protein should be adequate 
to keep him only in nitrogen balance. 


LOCALIZATION OF INTRAOCULAR FOREIGN BODY 
To the Editor:—Please list the different methods for localizing a radiopaque 
intraocular foreign body. Which is the most accurate method? 
J. C. Galbreath, M.D., Brownwood, Texas. 


ANSWER.—Some thirty methods have been described for 
localizing radiopaque intraocular foreign bodies. All are intrin- 
sically inaccurate, and for best results two or more methods 
should be us Stereo roentgenograms in the posteroanterior 
and lateral views are recommended prior to localization. Small 
foreign. bodies located far anteriorly may be visualized by means 
of a soft tissue technic with dental. film at. the inner -canthus. 
Localization usually depends on determination of the relationship 
of the foreign body to an arbitrarily selected point on the globe 
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indicated by a radiopaque reference marker. Findings are then 
interpreted with reference to a normally shaped eye. Reference 
markers may be small pieces of wire placed under the conjunc- 
tiva, a silver ring sutured to the limbus, or a larger ring placed 
in the fornices, a contact lens containing lead markers or the 
elaborate device of Sweet. A number of devices have been 
designed for use with double exposure roentgen studies, but 
occasionally foreign bodies of low density will not be visualized. 
The most nearly accurate is Sweet's localization, but this 
requires the most elaborate equipment. Air injected retrobul- 
barly may allow precise localization in some cases. Berman's 
localizer has been of value in magnetic foreign bodies. Occa- 
sionally, if the media are clear, the foreign body may be 
localized with an ophthalmoscope. There are good discussions 
in Thorpe (The Management of Nonmagnetic Foreign Bodies, 
Surg., Gynec. & Obst. 84: 809, 1947) and Haik (Intra- Ocular 
Foreign Bodies, J. A. M. A. 135: 895-901 [Dec. 6] 1947). 


TREATMENT OF CARDIOVASCULAR SYPHILIS 
To the Editor:—A male patient, aged 57, has an aortic aneurysm due to 
previous syphilis. The blood Wassermann reaction in June 1948 was 4 
plus. At that time he complained of symptoms of slight cardiac failure, 
which disappeared on adjustment of his activities and use of digitoxin 
tablets, 6.2 mg. twice a day for about ten days. His blood pressure is 
170 systolic and 50 diastolic. Presently he is having a course of 0.13 
Gm. bismuth subsalicylate in oily suspension once to twice a week. What 
is your opinion as to the advisability of treatment with procaine penicillin 
injections? | am hesitant because of the risk of Herxheimer reaction. 
Is the risk less if we have to deal with an aortic incompetence (syphilitic) 
without an aneurysm? What doses of procaine penicillin do you udvise? 


M.D., New York. 


ANSWER.—Although opinion on the subject has not yet been 
crystallized, the belief is gaining ground that syphilitic cardio- 
vascular lesions of all types respond well to treatment with 
penicillin and that the beneficial effects outweigh inherent 
dangers as from the rare therapeutic paradox and Jarisch- 
Herxheimer reactions. Some physicians feel that the risk of 
Herxheimer reaction is lessened if the patient is first prepared 
by treatment with heavy metals and then small doses of peni- 
cillin are begun. Others begin treatment with full doses of 
penicillin by a number of suitable schedules provided the patient 
receives a total of 6,000,000 to 9,000,000 units. Aqueous prep- 
arations of penicillin may be administered, 20,000 units intra- 
muscularly every three hours around the clock; or a slowly 
absorbed type of penicillin, 300,000 units twice a week for ten 
to fifteen weeks. In addition to the specific treatment, there 
must be treatment directed toward the cardiac condition. 


STERILITY INVESTIGATIONS 

To the Editor:—\| have been asked by several patients to determine ovula- 
tory time with the “rat test’’ in order that they may more accurately 
use the Ogino-Knaus method of conception control. The only chemical 
or bioassay tests which | can find in the literature that could possibly be 
used are the Venning-Browne method of measuring excretion of preg- 
nandiol and the Allen-Corner demonstration of progesterone. Is either 
these tests more reliable or clinically more practicable than biopsy, 

basal temperature or potentiometric readings? 


Leslie T. Hamm, M.D., Lawton, Okla. 


Answer.—In a study of the comparison of methods used in 
determining the time of ovulation F. E. D’Amour (J. Clin. 
Endocrinol. 3: 41-48 [Jan.] 1943) studied twenty menstrual 
cycles of 5 subjects using concurrently four to six of the follo-y- 
ing methods: gonadotropin assay, estrogen assay, pregnandiol 
determination, vaginal smears, body temperature and subjective 
experiences. The purpose was to evaluate the validity of these 
tests on the basis of uniformity in the occurrence of positive 
responses and synchrony of their appearance. It was concluded 
that (1) subjective experiences were valueless as tests for 
ovulation; (2) body temperature fluctuations were not suffi- 
ciently regular or clearcut to be reliable; (3) uniformity of 
results of hormonal assays and vaginal smears confirmed the 
validity of each, and a certain sequence of events appears typical 
of the normal cycle, and (4) because of its sharpness and its 
apparent close association with ovulation, the gonadotropin peak 
occurring in the mid interval was considered most indicative of 
the exact time of ovulation. 

The rat test about which inquiry is made is most likely the 
one described by D. P. Murphy and E. J. Farris (Am. J. Obst. 
& Gynec. 54: 467-474 [Sept.] 1947). To determine the time of 

-the day of ovulation 2 cc, of. morning urine is injected subcu- 
taneously into each of 2 immature female white rats of the 
Wistar strain. At the end of two hours the animal is killed 
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with illuminating gas. The abdomen is opened and each uvary 
compared with the reds of the Munsell color chart. 

In the presence of normal ovulation, the patient’s urine 
induces hyperemia in the ovaries of the rat on four or five 
consecutive days. In the absence of ovulation there is no hyper- 
emia. If ovulation is abnormal, hyperemia occurs but usually 
on less than four consecutive days. The test is performed daily 
during the middle ten days of the cycle. Intercourse is inter- 
dicted during the test month. 

After the control month, intercourse is advised or artificial 
insemination is performed on the last day of each normal ovu- 
lation reaction. To provide the maximum sperm, intercourse 
should not be practiced on the day before the day when the 
ovum is ready. 

he rat ovulation test is useful because it indicates whether 
or not ovulation is occurring. In addition, it provides informa- 
tion as to when ovulation occurs, thus permitting conservation 
of sperm until the optimum time for impregnation. 


HISTAMINE IN MULTIPLE SCLEROSIS 


To the Editor:—A patient has taken daily injections of histamine to arrest 
progress of multiple sclerosis for the last three years. Recently he 
complained of symptoms suggestive of ulcer of the dugdenum, which was 
verified by roentgen examination. The ulcer subsequently perforated. It 
has been suggested by the neurologist who previously treated him that 
he resume histamine injections. Is not such treatment an etiologic factor 
in duodenal ulcer, and would it aggravate his present condition? 


Victor Piro, M.D., Chelan, Wash. 


Answer.—Whether administration of histamine in cases of 
multiple sclerosis is helpful or not is not by any means clearly 
decided. Some neurologists report favorable subjective improve- 
ment, while many others report the opposite. In either instance 
there are not any reports of improvement in objective findings 
in multiple sclerosis. Histamine is a vasodilator and if it has 
not proved effective in your case in three years there is no 
reason for continuing it as a therapeutic agent. It is not known 
whether histamine is a factor in the production of a duodenal 
ulcer. If a perforated duodenal ulcer developed in your patient 
during the course of treatment with histamine, it is strongly 
recommended that you stop giving it. In my personal experi- 
ence histamine injections have failed in the treatment of mul- 
tiple sclerosis. 


LIVER EXTRACT AND HYPERTENSION 


To the Editor:—Kindly discuss the following: (1) the relationship of hyper- 
tension (210 sytolic and 120 diastolic) and the administration of biweekly 
liver injections, 15 units intramuscularly, in @ man aged 50, proved four 
and one-half years ago to have pernicious anemia; (2) the relationship, 
if any, of rheumatic pains in the back of neck, shoulders and arms in 
@ young mar orried woman aged 26 who has been getting weekly or biweekly 
injections of 19 units liver and 1 cc. vitamin B complex as a “tonic” 


for one year. M.D., Canada. 


ANswer.—1. There is no known relationship between hyper- 
tension and the administration of liver extract. The incidence 
of hypertension in patients with pernicious anemia being treated 
with liver extracts is certainly not higher than is the incidence 
in other persons of comparable age. 

2. The liver extract and vitamin B complex probably are 
totally unrelated to the rheumatic pains, Chronic myositis or 
chronic arthralgia have not been described as sensitivity reac- 
tions to either preparation. 


HYDROFLUORIC ACID POISONING 


To the Editor:—A spot remover, produced locally, contains 10 per cent 

uoric acid produced by diluting 60 per cent technical hydrofluoric 

acid. This remover is dispensed in a 2 ounce plastic bottle which will 

spray a few drops at a time when the bottle is squeezed. How much 

of this liquid would produce dangerous symptoms if ingested by a child, 
and how much would you consider a lethal dose? 


John J. Shurts, M.D., Eldora, lowa. 


Answer.—Hydrofluoric acid is a corrosive poison and 
extremely dangerous in any cohcentration. When swallowed it 
will cause serious and extremely painful burns of the lips, mouth, 
esophagus and stomach. This is followed by nausea, vomiting, 
diarrhea, intense thirst and difficulty in swallowing. Systemic 
effects due to absorption of the acid are manifested by rapid weak 
pulse, dyspnea, muscular weakness, excitement and tremors, con- 
——— and collapse. Death is attributed to respiratory 
paralysi 

The lethal dose of hydrofluoric acid is not easily determined, 
since large amounts of the acid may be rejected in vomitus. Two 
drams of the technical grade of acid have caused the death of an 
adult and much smaller quantities can produce dangerous symp- 
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toms. The fatal oral dose for mammals is considered to be about 
0.5 Gm. per kilogram of body weight. 

Treatment must be prompt. Death may occur in a few minutes 
to several hours after ingestion of hydrofluoric acid. rge 
amounts of lime water should be given to dilute and neutralize 
the acid. Raw eggs or milk should be given to protect the 
mucous surfaces and an intravenous calcium preparation should 
be available for treatment if tetany occurs. Vomitus, feces and 
urine should be washed away to prevent external burns. 


TRAUMATIC PREPARATION OF GASTRIC ULCER 


To the Editor:—What physical stresses are exerted on the normal or dis- 
eased stomach when a man seizes a moderately heavy weight at waist 
level and lifts it a short distance, assuming thot the weight does not 
press on the abdominal wall? Is there a bursting, tearing or stretching 
force exerted on the stomach? This question has arisen in reference to 
onset of symptoms of perforated gastric ulcer during work. 

M.D., Washington. 


ANsweEr.—Physical stresses exerted on the normal or diseased 
stomach should be minimal under the circumstances. It is con- 
ceivable that the amount of exertion entailed in a patient har- 
boring a penetrating or perforating gastric ulcer may have 
played a role, especially if the lifting was done immediately 
after a hearty meal or if the symptoms of perforation appeared 
promptly after the exertion described. The condition which 
may predis»ose to acute perforation of a chronic peptic ulcer 
are as follows: a blow to the abdomen, an unusually heavy 
meal, severe emotional stress, alcoholic debauch, violent exer- 
tion, strenuous manipulation of the abdomen during a fluoro- 
scopic examination, vigorous abdominal massage or a fall from 
a height. Chronic penetration and “protected” perforation of 
a chronic ulcer is a common complication and is noted in about 
1 of every 4 cases in which patients with gastric or duodenal 
ulcer have been submitted to operation. The fact remains that 
the rupture of an ulcer is spontaneous in the majority of cases. 


VASECTOMY 


To the Editor:—in The Journal, January 29, page 346, the answer to a 
question titled ‘Vasectomy’ states: ‘Vasectomy is indicated and is 
done for the prevention of epididymitis following prostatic operations 
and also in some instances to prevent recurrent attacks of epididymitis.” 

In a recent survey in which | have been engaged, eighteen out of 
twenty urologists, most of whom are members of the American Board of 
Urology, have opposed routine vasectomy accompanying prostatic opera- 
tions as a necessary procedure in preventing epididymitis—in view of the 
infection-preventing power of present day drugs. This consensus is 
supported by the experimental results of Dr. Nesbitt, urologist at the 
University of Michigan Hospital, which were published in the January 1948 
issue of The American Journal of Urology. Consequently, | was sur- 
prised to read the aforementioned quotation. 

Apparently, there are still those who favor vasectomy in every case. 
| for one, and | know there are others—am curious to hear the reasons 


SPEECH DEFECT 


To the Editor:—in Queries and Minor Notes, The Journal, Dec. 25, 1948, 
@ question is asked about the treatment of an 8 year old boy 
an articulatory disorder. The advice given was to refer the 
Child Guidance Clinic for psychotherapy and that speech 
be like using a sledge hammer to drive carpet tacks. 

hen one sees children with articulatory defects one 
impressed by the fact that there are children who e ¢ 
culty in learning to produce certain sounds (Karlin, |. W.; You 
Kennedy, L.: Distorted Speech in Young Children, Am. J. 
59:1203 [June] 1940). The causes may be varied, but to label all of 
them as “baby talk’ is reductio ad absurdum. 
This boy will benefit best by an intelligent combination of speech 
therapy and psychotherapy. Isaac W. Karlin, M.D., Brooklyn. 


MYELOGRAMS 


To the Editor:—The optimistic response to the query on bock pain or 
increased pain after myelogram (The Journal, January 15, p. 194) is = 
in accord with my experience. After this test, patients sometimes, though 
not often, do have back pain for many months or even years. Similar 
pain is encountered after spinal puncture for anesthesia, suggesting that 
the pain is not an irritation due to the opaque medium but is due to the 
mechanics of the puncture and injection. 

It is important to be conscious of the disadvantages or risks inevitable 


in our diagnostic procedures. Leopold Brahdy, M.D., New York 
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which proponents of routine vasectomy with prostatectomy would offer for 
such procedure today. Reverend James V. Moscow, Chicago. 


